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ABSTRACT 
Background and Significance 
Despite the theoretical benefits of risk screening and new health service initiatives in 
emergency departments (EDs) to reduce elderly re-presentations and re-admissions, 
hospital admissions have increased in Australia and many are preventable. As little is 
published on service models in EDs, the clientele of interface health service (IHS) 
initiatives in ED or older sub-acute ED patients’ experiences with these, the factors 
influencing effectiveness of IHS are unclear. Exploratory research to scope the 
dimensions of the problem and to understand older patients’ needs or priorities for health 
and health care, is needed to inform focused, cost effective health service planning for 
older ED patients. 
Aim 
The overall purpose of this research was to generate new evidence based information that 
will inform those who plan, organise and manage health services  in the development of 
appropriate service models in EDs for older people presenting with acute episodes of 
chronic conditions. The study sought to profile the older sub-acute population, their 
pattern of health service use and understand from their experiences how service is 
delivered in public hospital emergency departments, to inform health service and policy 
development.  
Methods 
A mixed methods study was conducted in three public hospital emergency departments in 
Southeast Queensland, Australia. Two studies were undertaken. Inclusion criteria for both 
studies were those aged over 65 years, or 45 years for Indigenous people, presenting to 
EDs with chronic conditions. Phase 1 collected cross-sectional data from Queensland 
Health during April-May 2011. This study profiled the older sub-acute population and 
explored the relationship between socio-demographic, clinical and pattern of health 
service use factors, and the outcomes of re-presentations and re-admissions for 4354 ED 
presentations.  Phase 2 applied a constructivist approach, and conducted chart reviews 
and in-depth interviews to understand older sub-acute patients’ experiences with health 
services provided in EDs. A purposeful sample from each setting was recruited (n=10) 
and informed voluntary consent gained.  
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Results 
Findings from Phase 1 demonstrated that a high proportion of the sample was categorised 
as urgent on arrival in ED. The sample had multiple comorbidities and risk factors for 
chronic disease. Half required admission. Regressional findings demonstrated after 
controlling for all other factors, that the sample’s clinical profile was important in the 
risks for re-presentations and re-admissions. Despite the sample’s high acuity and risks 
for re-hospitalisations, a very small proportion accessed IHS initiatives designed as 
hospital avoidance strategies. Logistic regression also demonstrated no relationship 
between IHS use factors and re-presentations or re-admissions. The Phase 2 findings 
demonstrated from participants’ constructs of their ED experiences, that comprehensive 
assessment of needs in EDs is poorly done and inhibited by the busy ED context and 
patient behavioural responses. These factors contributed to patients’ lack of involvement 
in their care or care decisions and unidentified needs. This study provides new insight 
into the patient perceived factors that influence comprehensive identification of needs in 
ED and access to appropriate services. 
Conclusions 
Findings from this study contribute to an understanding of the characteristics of the older 
population that presents to ED and the pattern of health service use. A major implication 
from these findings is the need for guiding policy which defines clientele and informs 
initiatives that focus on interventions to improve assessment of older ED patients.  
Experiential findings highlighted the importance of the identification of risk of 
hospitalisation in clinical decision making, as most participants felt powerless to 
communicate needs or influence care providers’ decisions.  Routinised risk assessment in 
EDs with mandatory assessment tools may be a simple solution for increasing the 
accountability of ED clinicians in the identification of older patients’ needs. A major 
implication of findings is the need for translational research in EDs which links policy 
with interventions to improve identification of need and patient outcomes. The outcomes 
could inform future large randomised controlled trials to contribute to the evidence based 
development of appropriate service models in ED for the older population and to reduce 
preventable hospitalisations. In conclusion, although this research did not provide 
evidence to support further development of IHS in EDs, it did highlight a need for change 
and the importance of further research that provides evidence based support for clinicians 
in the identification of complex needs in the acute ED environment.  
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GLOSSARY 
Sub-acute care:   
Rehabilitation, palliative care, geriatric evaluation management, and psychogeriatric care 
as defined in the National Health Data Dictionary14th ed. Australian Institute of Health 
and Welfare, 2008. This can refer to any formal care provided either as an inpatient or in  
an ambulatory setting (Victorian Government, 2010, p30) 
Community Hospital Interface Program (CHIP):  
The underlying principle of CHIP is early identification and intervention for at risk clients 
who present to or are admitted to the acute hospital setting. The CHIP nurses coordinate 
community services as appropriate to meet the patient's needs (Queensland(QLD) Health, 
2013c) 
Hospital Community Interface: 
Community-hospital organisational structures and processes including interface 
governance, resource allocations, performance monitoring and communication across 
community and hospital settings to facilitate integrated care across primary, acute, sub-
acute and continuing services which is still in need of clarification (Department of Health 
and Ageing (DOHA), 2008a) 
Ramping 
Ramping is defined as the time a patient is held on an ambulance stretcher with 
ambulance staff, outside of the ED prior to entry for triage of ED care. This does not 
include delays to care through other ED processes (Hammond et al 2012). 
Access Block 
Access block relates to admitted ED patients delayed in ED because of  lack of inpatient 
bed availability (Sprivulis, Da Silva, Jacobs, Frazer & Jelinek 2006). 
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CHAPTER One: Introduction 
 
As baby boomers head towards older age, they are living longer but with disabilities 
associated with chronic conditions. This generation is thus becoming a major group of 
health care consumers.  Furthermore, older people with chronicities are placing increasing 
demand on already crowded emergency departments (EDs), thereby contributing to both 
ED congestion and potentially preventable admissions. Overburdened EDs are challenged 
by the needs of older people, as they require lengthy assessments, investigations and 
treatment times. Consequently, the ageing population is challenging governments and 
health systems internationally (World Health Organization. WHO, 2013). 
 
Escalating health care demands from within the older population have driven research and 
health service reform agendas in the search for cost efficient strategies to reduce 
unnecessary hospitalisation. Australia, like many countries, has developed policies and 
hospital avoidance strategies to facilitate earlier discharge of patients and to increase 
access to community support in order to promote independent living and reduce health 
service use. Despite health service initiatives in EDs designed to reduce re-presentations 
and re-admissions in the older population, ED presentations and hospital admissions 
continue to increase with age (AIHW, 2009c; 2010f; FitzGerald, et al., 2012a; 2013; 
Garcia, et al., 2010). There is little research informing the ongoing development of these 
initiatives.  
 
The impetus for this research originated from the researcher’s observations of both the 
increasing number of older sub-acute presentations to EDs and the interface health service 
(IHS) initiatives in EDs, that were developed to meet their needs and which differed 
across settings. The researcher worked as an emergency nurse and educator. From 
personal experience and observation, older ED patients often appeared to have 
inadequately identified, complex needs and often re-presented to the ED with 
complications from their chronic problems. It was unclear whether these two issues were 
linked.  
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The focus of this research is IHS in EDs and the older population it is intended to support. 
IHS is one hospital avoidance strategy designed to identify risk of hospitalisation in older 
Australians and facilitate safe discharge home through referral to appropriate community 
supports (Victorian Government, 2003). It is unclear whether older people are benefiting 
from access to this service.  Since the interface health service context is under-researched, 
there is little evidence to inform its ongoing development and clinicians are working with 
unevaluated practice models. The research reported in this thesis, therefore, sought to 
profile the potential users of IHS and their pattern of health service use and to explore 
their ED experiences. New information is urgently needed to understand the needs and 
issues of older ED presentations to inform clinicians and health service planners in the 
development and provision of appropriate services for a growing, ageing population.  
1.1 Background Context 
Longevity contributes to the increased prevalence of chronic disease, the burden of 
disease and increased health service use. In Australia, the population aged over 65 years  
more than trebled between 1901 and 2006 (Australian Institute of Health and Welfare 
(AIHW), 2010a) and is expected to double from 14% in 2012  to 27.1%  by 2101,  
(Australian Bureau of Statistics (ABS), 2013c). Subsequently, the prevalence of chronic 
conditions and  associated disability is also expected to climb  (AIHW, 2010a). The 
concern is that during 2007-8, 87% of older Australians reported long term chronic 
conditions and the prevalence increased with age. The conditions which contribute to the 
most disability are arthritis, chronic back problems, depression, anxiety and cognitive 
impairment (ABS, 2013d). The resultant disability impairs a person’s activity and reduces 
family and social participation (AIHW, 2012a). The prevalence of disability also 
increases with age, affecting 40% of those aged 65 to 69 years and 88% of those aged  90 
years, half (56%) of whom live at home and a third of whom require some form of 
assistance either with daily self-care, other home care, or activities (ABS, 2009a). 
Subsequently, the impact of chronic diseases contributes significantly to the burden of 
disease: that is, the associated disability or premature death (ABS, 2013d). 
 
The ageing population’s chronic care needs are a high priority for governments as the cost 
of chronic diseases in Australia is projected to reach 80% of the total burden of illness 
and injury by 2020 (AIHW, 2006b). However, this is an underestimation as it does not 
include long term care (AIHW, 2013n). Increasing health care demands by the ageing 
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population contribute to escalating health care expenditure which, in Australia, is seen as 
unsustainable (AIHW, 2008a).  Health care expenditure  is projected to increase by 127% 
during 2002-32, and has more than doubled in the last decade from $60 billion during 
2001-2, to $140 billion in 2011-12 (AIHW, 2012a; AIHW, 2013m). Increasing trends in 
both health service use by an ageing population and health care expenditure, reported as 
major concerns elsewhere (Canadian Institute for Health Information(CIHI), 2013; 
Naghavi et al., 2014), have prompted action from governments internationally (WHO, 
2013). In the context of finite fiscal resources and increased demands from older people 
with complex care needs, strategies designed to prevent adverse events and unnecessary 
hospitalisations in older people are driving health system reforms. 
Health system Reforms 
Over the last two decades Australia, like many countries, has refocussed health policy to 
meet the changing needs of the ageing population, improve equitable access to health care 
and to rationalise resources. A shift in the health system’s acute focus to include more 
chronic disease management is reflected in the policies on: ageing in place (AIHW, 
2000); increasing functional independence (Australian Health Ministers’ Advisory 
Council (AHMAC), 2004b); a chronic disease strategy (National Health Priority Action 
Council(NHPAC), 2006); and Primary Health Care reforms (AIHW, 2009d). 
Additionally, National Health Priority Areas have been established to better target chronic 
disease management and to reduce avoidable hospitalisations (NHPAC, 2006). However, 
as the Australian Government is monitoring performance indicators on unplanned 
hospitalisations related to surgical complications, or on adverse events (drug errors or 
falls) (AIHW, 2010d), or on national emergency access targets (NEAT) to expedite the 
throughput in EDs (NSW Government, 2014), the focus appears to be  more on health 
service performance than on the needs of a growing population of older sub-acute health 
care consumers.  
 
There is mixed evidence as to the benefits of health system reforms aimed at hospital 
avoidance. Reforms have targeted chronic care needs and improved integration of 
services across sectors, and resulted in decentralised health services to facilitate improved 
access to primary health care, sub-acute, multidisciplinary and community support 
services (AIHW, 2009b; AIHW, 2009d; Council of Australian Governments (COAG), 
2011a). However, the level of access to public health services for older consumers is 
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unclear, as community health and outpatient services from public hospitals were 
decreased by 6% per year during 2004-09 (AIHW, 2010f) and community health and 
nursing services by 1.1% per year between 2006 and 2011 (AIHW, 2012b;  AIHW, 
2012d ). Poor access to primary care may impact on self-management, as access to 
primary care providers is considered a stronger influence on health service use than socio-
demographic or clinical factors (Anderson, 2012). In the context of inadequate social or 
community support for older people with poorer levels of function, demand for ED use 
and preventable hospitalisations will continue. Access to community support services, 
therefore, is a high priority even though the public health service provision picture 
remains unclear. 
 
What is clear is the impact of reforms on both acute health services and patients. Over the 
last 20 years in Australia, numbers of acute hospital beds decreased by approximately 
30% and  hospital admissions  increased by 40%, which resulted in decreased length of 
stay of 16.3% between 1998 and 2008 (AIHW, 2009c) and in a further decrease of 0.8% 
between 2006 and 2011(AIHW, 2012b; AIHW, 2012d). Increased admissions by 50% in 
public hospitals and by 66% in private hospitals, were attributed to increased same day 
care or day procedures during 2007–08 (AIHW, 2010f). These reforms, which resulted in 
decreased length of stay and earlier discharge of patients, have increased patient turnover 
and workloads for clinicians (National Health and Hospital Reforms Commission 
(NHHRC), 2009a). Where ED clinicians are challenged by competing priorities in the 
drive to meet the NEAT criteria (NSW Government, 2014), quick turn over of patients 
could easily contribute to clinicians focussing  on the presenting complaints while 
neglecting complex chronic care needs. Prioritising of presenting complaints could mean 
that those discharged from ED with chronic conditions may have unidentified complex 
care needs.  
 
The impact of early discharge is that older people remain sub-acutely ill on discharge,  
can experience functional decline in hospital and have complex needs that require 
ongoing care (Parker, Lee, & Faday-Evatan, 2004a) and  require referral to available 
support services on discharge from EDs (Bolch et al., 2005; Castro, Anderson, Hanson, & 
Helms, 1998). Re-hospitalisation or avoidable hospitalisation for older people may result 
from the system’s failure to meet complex care needs (LaCalle & Rabin, 2010) and from 
inadequate access to primary care resources (AIHW, 2009d; DOHA, 2007c; Howard et 
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al., 2005; Spillane et al., 1997), The drive to prevent unnecessary re-hospitalisation, 
therefore, has resulted in a diversity of discharge strategies around individualised 
continuity of care. 
Multiple Pathways Home   
Health system reform has resulted in multiple pathways for discharge from hospital to 
home. These options include discharge planning, rehabilitation, The Hospital in the Home 
(HITH), Transition Care Program (TCP), and Interface Health Service (IHS) initiatives in 
EDs. These strategies facilitate access to continuity of care and support services for 
people with specific types of health conditions or functional needs. Consequently there is 
fragmentation, duplication and diversity in health services that provide ongoing post- 
acute care.  
 
There is also mixed evidence of the benefits of these pathways home. While the HITH 
program provides ongoing hospital care irrespective of age,  to enable care such as  
intravenous antibiotics for infections to be continued in the home  (Department of Health 
and Aged Care (DoHAC), 1999), it  is also effective at facilitating early discharge but 
with higher complications. Evaluations of HITH indicate there is mixed evidence of 
benefits in terms of admission or readmissions rates, but it is cost effective for health 
services (Caplan et al., 2012; Department of Human services(DoHS), 2008a; Tran & 
Taylor, 2009). The HITH scheme, however, does not include provision for longer term 
complex care specifically for older people.   
 
Alternatively, the TCP provides a short term eight to 12 weeks rehabilitation pathway 
home for admitted patients in either acute or community settings, in order to delay 
residential aged care (RAC) placement (AIHW, 2011i). Research has indicated that the 
introduction of TCP reduced re-admission and delayed RAC placement, at least in the 
short term, but was not cost effective and the long term benefits were less clear (DOHA, 
2008b; Giles, Halbert, Gray, Cameron, & Crotty, 2009; Masters, Halbert, Crotty, & 
Cheney, 2008 ; Wong et al., 2010) . The concern is that as TCP only targets a sub-group 
of the older sub-acute population, risk for readmission in all discharged older ED patients 
is not addressed.  
Although comprehensive risk assessment of older discharged  ED patients can predict  
functional decline, re-hospitalisation or mortality in the elderly, and an increase in 
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referrals to community support, risk assessment alone has not decreased ED or hospital 
use (Dendukuri, McCusker, & Belzile, 2004; McCusker, Cardin, Bellavance, & Belzile, 
2000a; McCusker et al., 2003a). Patient risk of rehospitalisation would not be expected to 
decrease, unless risk assessment is utilised to inform appropriate care planning,  
 
Interface health services (IHS) designed to reduce health service use through assessment 
of risk and referral to appropriate community supports, have been implemented 
differently across settings. Failure of initial IHS to meet expectations has been attributed 
to its poor integration into the health system (Moss et al., 2002; Segal, et al., 2004a; 
Segal, Dunt, & Day, 2004b). Despite little published subsequent research investigating 
IHS, over the last decade IHS has continued to be implemented and developed differently 
across ED settings. As such, it is unknown what aspect of care works best or what 
benchmarks are optimal for practice. Without clear guidelines, acute focussed ED 
clinicians could find it difficult to know how best to meet  complex chronic care needs of 
the older population, as clinicians may be mostly unaware of the availability or 
accessibility of services (Bolch, et al., 2005). Therefore, older ED patients who remain 
sub-acutely ill on discharge may also be confused. Without appropriate continuity of care 
of their complex needs, they could experience difficulty in self-management and develop 
complications that drive a need for further acute care.  
Increasing Health Service Use 
Despite health system reform designed to reduce service demands, there are increasing 
trends in public hospital ED presentations, hospitalisations and avoidable admissions. In 
Australia, these trends have been attributed to increases in  the numbers of older and more 
socially disadvantaged people ( AIHW, 2012a; AIHW, 2012d). Those aged over 65 years 
have higher overall health service use (Hastings et al., 2010; Roberts et al., 2008), are 
twice as likely to present to ED or be hospitalised, have increased GP use (ABS, 2009d) 
and have had more than double  the use of Medicare than other Australians during the 
decade 1998 to 2011 (ABS, 2014c). There has been increased ED use in the last decade 
from between  37% (FitzGerald et al., 2012a) and 44% (Bjørnsen, Uleberg, & Dale, 
2013). As noted above, there has been a growing interest in researching the reasons for 
ED use. 
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Reasons for ED use  
Earlier research findings  that ED frequenters were more likely to be non-urgent, of lower 
socioeconomic status, substance abusers with  psychiatric illness or psychosocial issues 
and  poor social support (Andren, 1988; Andrén & Rosenqvist, 1985; 1987a; Hansagi, 
Edhag  & Allebeck, 1991; Murphy et al., 1999; Purdie, Honigman, & Rosen, 1981; 
Spillane, et al., 1997), have been replaced with  new understandings.  While a body of 
literature has investigated discrete aspects of all ED users, see examples (Baker, Stevens, 
& Brook, 1995; Garcia, Bernstein, & Bush, 2010; LaCalle & Rabin, 2010; Toloo et al 
2012; Toloo, Rego, FitzGerald, Vallmuur,  & Ting, 2013), less research has specifically 
investigated reasons for ED use in those aged over 65 years (Arendts et al., 2013e; 
Considine et al., 2010; Crilly, Chaboyer, Wallis, Thalib, & Green, 2008; Fealy et al., 
2012; Horney et al., 2012). There is some consensus that ED use  increases with age and 
that higher demand in all adults is related to preferences, convenience and to the severity 
of conditions in those with poorer health, as well as to the availability of primary care 
resources.   
 
The concern is about how well prepared EDs are for the ageing sub-acute population, for 
although EDs provide a range of services for those with acute medical or surgical 
conditions and ongoing care for those delayed in ED awaiting admission (AIHW, 2010f), 
chronic care and geriatric medicine are not the province of ED clinicians (Australasian 
College for Emergency Medicine (ACEM), 2012;  2013b). An additional concern is that, 
in the acute focussed ED environment, congestion and delays with ramping and access 
block may contribute to poorer quality care and poorer outcomes for patients (Abualenain 
et al., 2013; ACEM, 2004; American College of Emergency Physicians (ACEP), 2008 ; 
Affleck, Parks, Drummond, Rowe, & Ovens, 2013; Hammond et al., 2012; Richardson, 
2006; Sprivulis, Da Silva, Jacobs, Frazer, & Jelinek, 2006). Thus, acute focussed EDs 
may be poorly equipped to manage those with chronic care needs; so a shift in focus from 
acute to chronic care may be necessary at clinical and organisational levels to develop 
strategies that effectively reduce risk of re-presentations in older people with complex 
needs. 
 
Although re-presentations to EDs increase with age (Toloo et al., 2012), age may not be 
an independent factor in re-presentation. Compared to all other ED presentations, re-
presentations are more than twice as likely in older people (Hu, Lu, Lin, Guo, & Foo, 
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2012), and in those with lower levels of function (Sandoval et al., 2010) and poor social 
support (Naughton et al., 2010). Nearly half (48%) of all older ED presentations have re-
presented or been re-hospitalised within a six month period (Arendts, et al., 2013e; Fealy, 
et al., 2012) and people with chronic diseases are a great  risk for ED re-presentations 
(AIHW, 2010a; Arendts, et al., 2013e). Therefore, older people without adequate chronic 
disease management may be particularly vulnerable to complications from chronic 
diseases and readmission to EDs. 
 
No research was identified that profiled the consumer of IHS or the pattern of IHS use in 
EDs; nor has there been any agreement as to the characteristics of the target groups across 
studies reporting on IHS, (Hegney et al., 2006; Ngian, Ong, O’Rourke, Nguyen, & Chan, 
2008;  Shanley, Sutherland, Stott, Tumeth, & Whitmore, 2008), or in unpublished reports 
(Fraser, 2005b; Jenkins, 2008; Queensland Health(QLD), 2005a; Victorian Government, 
2003; 2008). Scant literature has indicated that IHS in ED was poorly accessed (Ngian, et 
al., 2008; Shanley, Sutherland, Tumeth, Stott, & Whitmore, 2009), which may relate to 
IHS' remaining poorly integrated into health systems (MacAdam, 2008; Victorian 
Government, 2003), warranting further research. 
1.2 Significance of the Problem 
The clinical and organisational challenges of unsustainable increased health service 
demands by the older sub-acute population have preoccupied more than a decade of 
health policy and health system reforms. Scant research has suggested diverse and poorly 
integrated IHSs are ineffective, yet IHS continues to be implemented differently across 
Queensland public hospital EDs. Little research has investigated older ED or IHS users, 
or sought to identify their characteristics, patterns of health service use in ED, or  
explored older sub-acute patients’  ED experiences, especially in the Australian or 
Queensland contexts. 
 
Urgent research is needed to investigate IHS and its clientele in the SEQ context because 
Queensland is one of the fastest growing populations in Australia and exceeds the 
national average of aged population. Southeast Queensland (SEQ) is also home to 66% of 
Queensland’s population (ABS, 2010a) and remained the third fastest growing state in 
2013 (ABS, 2014a).  In 2012, Queensland also had a higher aged standardised morbidity 
and disability prevalence, death rate, lower proportion with private health insurance 
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(ABS, 2014c), and exceeded both national ED presentation numbers (AIHW, 2013c) and 
average national acute hospital use (ABS, 2010a). As such, retirees and their projected 
increased burdens of disease will increasingly contribute to the strain on already 
congested EDs in SEQ. New evidence based information is needed therefore to inform 
development of more cost effective solutions for health services and improve outcomes 
for older ED patients. 
1.3 Purpose of the Research  
The overall purpose of the research was to generate new evidence based information that 
will inform those who plan, organise and manage health services to develop appropriate 
service models in EDs for older people presenting with acute episodes of chronic 
conditions. Through increased understandings of clinical and health service use and of the 
profiles of  older ED users and their needs, service planners can  develop more informed 
strategies to support ED clinicians who  are working with unevaluated practice models. 
The research problems, questions and objectives follow. The following two sections 
provide the research questions, an outline of the research design and the content of the 
chapters. 
1.4 The Research Questions 
1. What is the profile and pattern of health service use of the older sub-acute 
population that presents to emergency departments  in Southeast Queensland 
Public Hospitals? 
2. How do older sub-acute patients experience health services at the hospital 
community interface when they seek acute care in emergency departments in 
Southeast Queensland Public Hospitals?  
1.5 Thesis Outline  
Chapter One has provided a brief overview of the context of the research problem through 
discussing the challenges of the increasing demands of an ageing population and the 
resultant Australian health system reforms. Scant research has explored the IHS context, 
which creates two problems. First, there is a lack of evidence to inform further 
development of cost effective, equitable IHS provision for the older sub-acute ED 
population. Second it is unclear who the consumer of IHS in Queensland’s ED is, and 
what their safe discharge needs are. These two problems drive the following literature 
review and research. Chapter Two provides a review of literature around the older sub-
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acute population utilising EDs, IHSs for the older sub-acute population, and patient 
perspectives related to emergency department experiences. The search strategy methods 
and findings are discussed. In Chapter Three the rationale for mixed methods and the 
research design for this study are discussed. The Phase One research design and methods 
are also presented. Chapter Four presents the Phase One findings. Phase Two applied a 
constructivist approach. The theoretical framework underpinning Phase Two of the study 
and the methods are provided in Chapter Five. The Phase Two findings are presented in 
Chapter Six. Findings from both phases of the study are discussed in the light of current 
literature and integrated for a final synthesis in Chapter Seven, where conclusions are 
drawn. Then the implications for policy practice and further research are discussed. A 
more detailed discussion of the existing literature around IHS and the older sub-acute 
population it is designed to service, now follows. 
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CHAPTER Two: Literature Review 
2.1 Introduction 
Chapter Two critiques literature related to interface health service (IHS) and its clientele, 
the older sub-acute population. First the search strategy is discussed. Then an overview of 
the state of knowledge for the older sub-acute patient population and IHS is provided to 
meet the purpose of the study.  Finally patient or carer perspectives or experiences with 
IHS or ED use were sought to explore the health service context from the consumer 
perspective and to demonstrate how the claim that there is need for further research, is 
justified.  
 
2.2 Search Strategy 
As this research is focussed on Interface Health Service (IHS) and its clientele, a 
comprehensive search was conducted for “community hospital interface programs” and 
“health service” and “sub-acute patient” using all synonyms and MeSCH terms in all 
relevant databases: CINAHL; Medline; EBSCO; Academic Search Elite, PROQUEST; 
Academic Research Library; Health and Medical Complete; INFORMIT; AHB; Aus Pub 
Affairs; ATSI Health; Meditext; Medline; WEB of SCIENCE; Annual Reviews and the 
Cochrane Library, yielding no specific scientific research.  The search was widened to 
include government and health department sites and identified the Victorian Government 
Community Hospital Interface Working Party Report as a subgroup of the Hospital 
Admission Risk Project (Victorian Government, 2003) and a QLD Health Hospital 
Community Interface Program (CHIP) manual (QLD Health, 2005a). An initial hospital 
site visit yielded three unpublished CHIP annual reports (Cartlidge-Gann, 2008; Fraser, 
2005b; Jenkins, 2008), and a resource manual (QLD Health, 2005a) with subsequent 
reports made available during the process of this research (Fraser, 2010; Peterson, 
2012b). The data base search was further expanded in consideration of these reports. 
Table 2.1 demonstrates the list of search terms used to search separately, then 
snowballing to search all terms collectively. 
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Table 2.1 Literature Review: Search Strategy 
Search Terms *  Synonyms * 
Sub-acute patient aged or  > 65 years or elderly or older 
Pattern of ED use ED user, frequent user, ED presentations 
Health Service emergency department, ED 
Community Hospital 
Interface Program 
early intervention program discharge,  planning , 
community and referral service,  continuity of care, aged 
care assessment team, Interface Health Service                                  
Chronic Disease non- communicable disease,  long term conditions  or  
disease,  life altering illness, chronic condition or illness, 
disability, national health priorities, co-morbid illness                                       
Avoidable Admissions preventable or unnecessary admission, hospitalisation,  or 
re-admissions 
Patient or carer 
experiences  
patient or carer,  lived experiences, standard of living, 
quality of life, perceptions, perspectives and or 
satisfaction 
• Boolean, proximity limiters and tools were used.  
Inclusion Criteria for this review included; 
 Literature published in the English language 
 Empirical research, from 1990 to 2008 was initially accepted, as this period 
demonstrated significant efforts to address the needs of the ageing population 
through both government policy and health system reform. Subsequent reviews 
included literature to 2014. Scientific research reporting on what interventions 
work best to improve outcomes for older people in the community setting was 
included. Between 1990 and 2008, interface health service initiatives in EDs 
were also developed for the target population.  
 Health services at the interface of hospital and community care in EDs 
 Discharge planning or clinical interventions initiated in ED 
 The older patient population with chronic disease presenting to EDs  
 Pattern of ED  use in the older population 
Exclusion Criteria 
Literature related to nursing home or residential aged care transition was not included as 
this is a client group with different health service needs on discharge, as residential aged 
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care facilities provide supported living. Non-scientific articles, editorials etc. were 
included in the Background, where they had relevance to the topic. 
A plethora of research was retrieved, sorted, screened and organised into a number of 
topic areas. The topics related to: the older sub-acute population utilising EDs and IHS; 
interface health service in EDs; and patient, carer and staff perspectives of care in EDs. 
These areas are discussed below and research gaps in the literature identified. 
2.2    The Older Sub-acute Patient Population  
‘Sub-acute’ is a term for which no clear universal application was identified, although 
there were some commonalities in its use. Section 2.2 explores the different meanings 
attributed to the term ‘sub-acute’. The characteristics of the older population utilising 
health services in EDs were also identified from the literature, using a thematic approach 
in order to develop a working definition of the sub-acute patient population for this 
present doctoral study. Three themes identified around the term ‘sub-acute’ were: types of 
care, types of services and the state of a person’s condition. These three descriptions of 
‘sub-acute’ differ from the use of the term in the ED context where it applies to work 
areas for a different clientele. Additionally, although Interface Health Service (IHS) 
targets a population that fits the description of sub-acute as a condition and  provides a 
service type that aligns with sub-acute care, the term sub-acute is not used in IHS policies 
or unpublished reports.  The following section discusses the sub-acute dilemma and 
implications for further research. 
2.2.1 Sub-Acute and Types of Care  
The earliest identified use of the term sub-acute was as a label assigned to rehabilitation 
or diverse medical care for those occupying hospital beds but no longer requiring acute 
medical care.  This was to avoid being billed for hospital stays by Medicare post its 
introduction in the mid1980s and resulted in sub-acute care being defined in diverse ways  
which created difficulty in discerning its specific criteria for use (Lewin-VHI, 1994). The 
introduction of this term was somewhat arbitrary, which had implications for determining 
its need or use.  
 
Literature that explored the introduction of sub-acute care among all ages has reported the 
both the diversity of sub-acute care types and the high demand that was initially placed on 
the health system for these services (Eagar et al., 1997; Weaver et al., 1998; Wilson, 
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1999).  An Australian Sub-Acute and Non-Acute Patient Casemix Classification study by 
Edgar et al (1997) identified 134 case mix classifications of overnight or ambulatory sub-
acute care. These classifications accounted for nearly 60% of the episodes of care costs 
funded through Medicare or private insurance.  A large study by Weaver (1998), to 
determine the proportion of sub-acute cases occupying veteran affairs acute beds in a six 
month period in the USA, found that 38% of admitted patients  experienced one or more 
sub-acute days and more than half of these received exclusively sub-acute types of care. 
Medical patients had more sub-acute days than surgical (58%;48%) and those requiring 
any sub-acute care had twice the length of stay compared to acute cases (Weaver, et al., 
1998). The implications of older people presenting with their acute episodes of chronic 
problems to EDs, would therefore be increased delays, adding to congested EDs. The 
categorisation of sub-acute care is therefore important, as 10% of ED admissions were 
identified as suitable for sub-acute care (Wilson, 1999) and sub-acute and non-acute cases 
account for 4.6% of all hospital separations in Australia during 2011-12 (AIHW, 2013e ). 
 
Categorising sub-acute care from within the literature was difficult, but some 
commonalities were identified. Eagar (1997) identified four types of sub-acute episodes 
of care: overnight, same day, outpatient or community episodes and five types of care: 
palliative care, rehabilitation, psychogeriatric care, geriatric evaluation and management 
and maintenance care. Episodes of care types were classified according to patients’ 
characteristics and the goals of interventions. For example, palliative care cases included 
all progressive stages of a disease where the goals were focussed on quality of life. The 
characteristics of each type of care included commonalities of impairment or disability 
requiring multidisciplinary assessment, management and access to care from community 
services. The goals for other types of care focussed on improved functional or 
behavioural ability, optimising health and the discharge disposition. The types of care 
received could include assessment, treatments, prevention, education, transfers, and 
referral (Eagar, et al., 1997). Excluding actual treatments, IHS clinicians perform similar 
types of care to those identified by Edgar, et al.,  (1997), suggesting IHS could also be 
classified as providing types of sub-acute care. 
 
The Weaver et al, (1998) study used four slightly different eligibility criteria to categorise 
sub-acute cases occupying acute beds. These  included: being clinically stable, acuity of 
illness or functional impairment, intensity of treatments or medications and, screening for 
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the appropriateness of discharge (Weaver, et al., 1998). Sub-acute care more recently 
included continence, falls and mobility clinics, outreach services, hydrotherapy, 
community support programs (Victorian Government, 2008). Hence literature suggests 
that sub-acute care is evolving and refers to the care provided for people with a variety of 
terminal or chronic conditions with functional impairment, who could benefit from a 
multi-approach. What the sub-acute care provided was, however, is less clear. 
2.2.2 Subacute as Types of Services 
Complementing the work of Eagar (1997),  there is consensus around  more recent 
government  reports and  policies and an Australian Medical Association (AMA)  
submission to the Productivity Commission classifying sub-acute services as 
predominantly constituting rehabilitation, palliative care, geriatric and  psycho-geriatric 
services (AHMAC, 2004b; Australian Government, 2008; COAG, 2011d; 
Commonwealth of Australia (COA), 2010; NHHRC, 2009a; Pesce, 2010; Productivity 
Commission, 2011; Victorian Government, 2010).  Other types of sub-acute services are 
described as transitional care programs (Brand et al., 2004; Victorian Government, 2008) 
or mental health services (NHHRC, 2009a).  Sub-acute services also provide 
physiotherapy with assistive equipment to improve functional independence post-acute 
hospitalisation (Sánchez-Rodríguez et al., 2014). These services are  provided across the 
acute community interface and in either acute, admitted, outpatients, ambulatory, home-
based, primary care or community settings (AHMAC COAWG, 2004a; Eagar, et al., 
1997; NHHRC, 2009a; Victorian Government, 2010) or in sub-acute hospitals or 
rehabilitation hospitals (Charlton et al., 2012). Hence the literature indicated a variety of 
sub-acute services across sectors. 
 
The importance attributed to sub-acute services is evident in the Australian health care 
system reform agenda which aimed to increase these services and to provide sustainable 
continuity of primary and community health services and support, to meet an ageing  
populations’ complex needs and health care demands (NHHRC, 2009a).  Here, sub-acute 
services are described as those that prevent, treat and manage disabilities associated with 
chronic conditions, provide adequate information and facilitate independence for older 
people to remain in the community. These services provide  diverse types of care such as 
those already discussed (Victorian Government, 2008) as well as mental health, dental 
and primary care services, aids or equipment (NHHRC, 2009a). Transition care services 
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also provide chronic disease management interventions inclusive of discharge assessment, 
risk screening, discharge planning and communication of plans to primary care providers, 
referral to and co-ordination of multidisciplinary and community services (Brand, et al., 
2004), nursing or personal care and multidisciplinary rehabilitation (Australian 
Government, 2008). Hence this literature demonstrates the diversity in sub-acute service 
provision in facilitating ongoing care through risk assessment and referral to appropriate 
supports. 
 
Although IHS in EDs function to facilitate continuity of care and independence for older 
ED patients through risk assessment and referrals to community services, IHS does not 
actually provide any care and has not been classified as a sub-acute service (QLD Health, 
2005a; Shanley, et al., 2008; Victorian Government, 2003). Yet the literature reviewed 
above suggests that the function of IHS aligns with sub-acute service provision, which is 
a  priority for the Australian government  (COA, 2010). However descriptions of sub-
acute services are still broadly posed.  
2.2.3 Sub-Acute and Health Conditions 
While those who use sub-acute services are characterised according to the stage of their 
chronic condition or disease, studies varied on how they used  the term ‘sub-acute’ as 
selection criteria for participants. For example, two studies investigating lower back pain 
differentiated between acute or sudden onset and sub-acute stages with residual pain 
(Brennan et al., 2006; Hides, Stokes, Saide, Jull, & Cooper, 1994). While one study 
examined muscle wasting with ultrasound in those aged 17 to 46 with lower back pain 
(Hides, et al., 1994), the other randomised control trial (RCT) examined the 
appropriateness of treatment options for  those aged under 65 years with acute or sub-
acute lower back pain. The latter study used the Oswestry questionnaire to assess 
disability and physical examination to classify patients’ conditions and determine the 
most beneficial treatment choice. Following treatment, a reduction in symptomatology by 
20% to 30% resulted in people being reclassified from an acute to sub-acute stage, 
thereby categorising the severity of patients’ conditions (Brennan, et al., 2006). Since the 
literature suggests that for those with lower back pain, differences between acute and sub-
acute stages relate to measurable differences in muscle size and symptomatology, then 
older sub-acute IHS clientele would be expected to have measurable symptomatology.  
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‘Sub-acute’ has been used to describe other conditions. A study of sub-acute whiplash 
victims included those with residual whiplash pain aged under 65 years within three 
months post motor vehicle accident,  in order to study the psychometric properties of an 
assessment tool (Nieto, Miró, & Huguet, 2008). The term has also been used in the 
decision to stent coronary thrombus in those with sub-acute cancer conditions (Gross et 
al., 2008). In sub-acute epileptic episodes, the post ictal period after patients had regained 
consciousness involved residual frontal lobe dysfunction and associated hypoperfusion, 
influencing aggressive behaviour from which patients recovered (Ito et al., 2007).  Two 
studies classified thyroiditis as sub-acute where Graves’ disease had not developed, but 
there was evidence of symptomatology or inflammation (Nishihara et al., 2008). 
Thyroiditis symptoms could take up to 11 weeks post identification of abnormal 
pathology results in sub-acute conditions (Tachibana et al., 2014). The term ‘sub-acute’ 
has also been used to categorise angina in older patients according to the degree of 
thrombus formation (Calton, Satija, Dhanoa, Jaison, & David, 1998). Those with sub-
acute myocardial infarct presented with unstable anginal symptoms greater than 12 hours 
post onset of pain compared to acute presentations of pain within 12 hours (Sekaran et al., 
2001). Sub-acute angina in this literature is classified as a chronic condition where 
symptomatology varies with the severity of coronary artery disease. 
 
More recent studies investigated aspects of rehabilitation highlighting the residual 
dysfunction in those with sub-acute strokes or spinal injury. Literature agreed that in sub-
acute stroke, patients had recovered from the initial acute event; were classified as stable; 
and had regained sufficient function to walk short distances with or without aids (Goljar, 
Burger, Rudolf, & Stanonik, 2010; Iosa et al., 2012; Kim, Han, Joo, Kim, & Yoon, 2014; 
Leach, Cornwell, Fleming, & Haines, 2010; Lee, et al., 2014 ; Prasad et al., 2012 ).  
Similarly, a study which investigated the impact of rehabilitation treatment options in 
sub-acute spinal cord injury patients recruited eligible participants who had recovered 
from an acute complete or incomplete spinal cord injury with some residual functional 
impairment (Schwartz et al., 2011). The commonality across papers was in the use of the 
term ‘sub-acute’ to describe patients having recovered from their first event with residual 
dysfunction or persistent symptomatology.  
 
While the literature focussed on only a few conditions, there was a consensus that sub-
acute and acute health conditions differ. Where acute conditions require urgent medical or 
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surgical intervention to manage or cure, in sub-acute conditions patients have either some 
symptoms without having progressed into an acute event, or have survived an acute event 
and may remain clinically stable with or without resolution of symptomatology. The 
result is some degree of chronic functional disability that requires monitoring for 
progression or management. Despite no specific description of older sub-acute ED 
patients, categorising their conditions on discharge may mean optimising management 
and outcomes by establishing clearer eligibility for sub-acute services or care. As adult 
inpatients more commonly require sub-acute care for chronic conditions; have longer 
length of stay; are more likely to be older; are at higher risk of death or transition to 
residential aged care than acute inpatients (Weaver, et al., 1998), it is important to 
understand who constitutes the burgeoning older sub-acute ED population. In the context 
of increasing ED presentations (FitzGerald, et al., 2012a) and increased health service use 
by an ageing population, there has been growing interest in the development of IHS 
initiatives in ED  that facilitate hospital avoidance strategies for the older population. 
2.2.4 Users of Sub-acute or Interface Health Services 
 The literature provided no clear unified description of the users of either sub-acute 
services or IHS. The AMA described users of subacute services as older people benefiting 
from access to multidisciplinary care to minimise disability, reduce hospital stays and 
facilitate passage home or to residential care (Pesce, 2010). This is also consistent with 
eligibility criteria for the short 12 week Transition Care Program (TCP) provided to 
inpatients (Australian Government, 2011). This literature suggests that sub-acute patients 
are older, with persistent symptoms or disabilities associated with diverse chronic 
conditions which require multidisciplinary care. 
 
IHS, which facilitates ongoing care for those with complex chronic conditions through 
risk assessment, referral to and co-ordination of community services (QLD Health, 
2005a; Victorian Government, 2003, 2008)  categorised  as sub-acute care (Eagar, et al., 
1997), would be expected to target those with sub-acute conditions and some degree of 
functional deficits. However IHS is not labelled a sub-acute service in policy documents 
(QLD Health, 2005a; Victorian Government, 2003) nor in unpublished annual reports 
(Cartlidge-Gann, 2008; Fraser, 2005b;  Fraser, 2010; Jenkins, 2008) and more recently 
was described as providing transitional care (QLD Health, 2014a). A body of literature, 
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which investigated discrete aspects of IHS, focussed on health service or patient 
outcomes with diverse descriptions of target populations.  
In policy documents, the descriptions of IHS initiatives in EDs and their clientele are 
broad (QLD Health, 2005a; Victorian Government, 2003). A small body of literature 
reporting on discrete aspects of IHS initiatives demonstrates how these guiding policies 
have been applied differently across settings. For example, studies included participants 
that were; frail elderly; had comorbidities; had complex medical, psychological or social 
disabilities or problems; were living alone; had drug or alcohol problems; were in 
functional decline; had a history of falls or fall-related injuries; or had poly-pharmacy or 
were of low  income (Basic & Conforti, 2005; Clift, 2012;  Counsell, et al., 2007; Harper 
et al., 2013; Moss, et al., 2002; Ngian, et al., 2008; Salvi et al., 2008; Shanley, et al., 
2009). Sub-acute service users have also been differentiated as care recipients or aged 
care recipients (Productivity Commission, 2011). As such, this literature has described 
participants from the perspective of diverse physiological or psycho-social conditions. 
 
While the age of IHS’ target populations was generally older, differences in ages were 
noted. IHS’ selection criteria included all ED patients with ages ranging from over 55 to 
70 years (Arendts et al., 2012; Bird, Kurowski, Dickman, & Kronborg, 2007; Counsell, et 
al., 2007; Fry, Ekholm, & Farrington, 1996; Ngian, et al., 2008). Two RCTs, testing IHS 
type strategies involving coordinated discharge from ED, targeted those aged over 75 
years (Caplan, Williams, Daly, & Abraham, 2004; Guttman et al., 2004). While  
Queensland’s IHS guiding policy targets those aged over 65 years (QLD Health, 2005a; 
QLD Health 2010c), or aged over 45 years if from an Indigenous background (QLD 
Government, 2008d), unpublished annual reports demonstrated lack of uniformity in 
applying eligibility criteria across settings. Target populations varied from those aged 
over  65 years or 70 years and if from an Indigenous background, those aged over 45 
years or 50 years (Fraser, 2005b; Fraser, 2010). However the Baptcare study of aged care 
package recipients concluded that anyone aged over 18 with a chronic condition and 
disability should also be eligible for the same appropriate support as the elderly (Roberts, 
et al., 2008). This has been supported in revisions to IHS policy documents since this 
project was undertaken (QLD Health, 2013c; QLD Health 2014a). 
 
Similar diversity was noted in eligibility criteria in unpublished annual reports from 
QLD’s IHS. These reports include those: with disabilities or co-morbidities; at risk of 
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functional decline or injury; needing post-acute care; requiring referral to community 
services; Home and Community Care (HACC) eligible; referred by the multidisciplinary 
team (Cartlidge-Gann, 2008; Fraser, 2010; Jenkins, 2008; Peterson, 2012b; QLD Health, 
2009a). Although IHS should target the clientele uniformly, this literature demonstrates 
differences in the characteristics of IHS clients across settings in Queensland. 
 
Research has also shown IHS selection criteria, is based on outcomes or frequency of 
health service use. For example access to IHS involved having three or more ED 
presentations in the previous six months; ED frequenters; and frequent admissions or 
being at risk of re-admission (Bird, et al., 2007; Mandelberg, Kuhn, & Kohn, 2000; 
Ngian, et al., 2008; Ruger, et al., 2004; Segal, et al., 2004a; Spillane, et al., 19 ). One 
unpublished report recruited ED re-presentations (Cartlidge-Gann, 2008) . This would 
make understanding of which patients would be appropriate for referral to IHS difficult 
for both ED and IHS clinicians alike. 
 
The literature also varies in descriptions of ED users. Some describe elderly re-
presentations as: exacerbations of chronic problems: of diminishing physiological health; 
or ineffective service provision and failed discharges (Coleman, 2007). Other descriptions 
which also reflect high health service use are: frequent users, frequent fliers, boomerangs, 
revolving door patients or turn arounds, the chronic ED patient, bounce backs or hot 
spotters (Bridges, Meyer, Dethick, & Griffiths, 2005; Coleman, 2007 ; Considine, et al., 
2010; Doupe, et al, 2012; Kind et al., 2008; Morgan, 2007; Posinelli, Hamedani, & 
Svenson, 2012; Purdie, et al., 1981). There were also different categories of frequent 
users: high or low frequenters, and highest frequency or heavy users, for whom the 
number of visits varied mostly from between two and 12 (Doupe, et al, 2012; Horney, et 
al., 2012; LaCalle & Rabin 2010; Milbret & Halm, 2009). Lack of clarity in descriptions 
of IHS clientele, or of what it is to be an ED frequenter, could contribute to what others 
have considered as an environment not conducive to optimal care for older ED patients. 
Additionally, less than optimal care may explain the high proportions of discharged older 
ED patients with  undiagnosed and untreated problems, resulting in recidivism (Grief, 
2003).  
 
The lengthy and diverse descriptions of IHS users may also reflect the mandate for 
individualised care that has been given in Australian policies on care for the elderly in ED 
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(Australian and New Zealand Society for Geriatric Medicine, 2008). Although no concise 
description of eligible IHS patients was drawn from the literature, the commonalities in 
characteristics are consistent with those from studies that identified sub-acute conditions, 
types of services and care. These characteristics include older people, complex chronic 
conditions or functional disability, ED re-presentation, and those requiring post-acute 
care.  
 
In the acute focussed ED, screening for complex patients with no consistent criteria for 
referral to a sub-acute service, would significantly challenge time poor clinicians and is 
outside ED clinicians’ scope of practice (ACEM, 2012;  ACEM, 2013b). However, it is 
the complex patient that re-presents to ED who is targeted by IHSs in EDs and 
contributes to increased workloads. This cohort has been the focus of research exploring 
strategies to redesign ED services or improve flow-through, resulting in an alternative use 
of the term ‘sub-acute’.  
 
In EDs, clinicians relate the term ‘sub-acute’ to a space or area within the ED and not a 
patient group. Literature describes the sub-acute area as fast track, for less urgent patients, 
the walking wounded, those who need a quick fix, stitch or medication, or those waiting 
for X-rays, results or transport home (Flannery & Jean, 2010). This differs from the main 
acute area where more complex patients are typically expected to require more intensive 
investigation treatment, referral or consultation and admission; and those less acute, are 
expected to be discharged (Kelly, Bryant, Cox, & Jolley, 2007; King, Ben-Tovim, & 
Bassham, 2006; Morgan, 2007). Patients are thus categorised and sorted according to 
their need for admission to improve throughput and waiting times. This difference in use 
of the term is the sub-acute dilemma.  
 
The use of sub-acute in the ED context to mean minor problems that can be addressed 
relatively quickly does not align with descriptions of sub-acute as a condition, type of 
care or service. This could create considerable confusion for busy ED clinicians who also 
case find and refer onto IHS (Ngian, et al., 2008). In the already crowded EDs, increasing 
trends in ED presentations and health service use by an ageing population has prompted 
increased interest in research investigating the profile of ED users and reasons for ED 
use.  
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2.2.5 ED Users  
A growing body of research that has profiled differing aspects of ED users and reasons 
for ED use has identified growing trends in ED use and the factors which contribute to 
ED use, see examples (Althaus et al., 2011;  Biber, Sieber, & Weis, 2012; Bjørnsen, et al., 
2013; Chan, Killeen, Brennan, Vilke, & Castillo, 2012; FitzGerald, et al., 2012a; 
FitzGerald et al., 2013;  Garcia, et al., 2010; Hou, Toloo, & FitzGerald, 2011; Hu, et al., 
2012; Marco, Weiner, Ream, Lumbrezer, & Karanovic, 2012; Northington, Brice, & Zou, 
2005; Paul, Heng, Seow, Molina, & Tay, 2010; Toloo, FitzGerald, & Aitken, 2014). 
While study designs and variables all differ, this research targets all ED users and is 
mostly descriptive or cross sectional.  
Trends 
The above literature demonstrated increasing trends in ED use that exceed population 
growth. In Australia ED use by adults  increased by 37% and exceeded population growth 
during 2000-2010 (FitzGerald, et al., 2012a).  Similar trends were reported  in the USA 
where, during 1997-2007, the increase in ED visits was double the expected population 
growth (Tang, Stein, Hsia, Maselli, & Gonzales, 2010) and aligned with reductions in ED 
service providers across the USA (Garcia, et al., 2010). In Norway, ED visits increased 
by 44% during 2010-11 (Bjørnsen, et al., 2013).  
 
Use of adult EDs has also been found to peak in three age groups. Two studies identified 
two age groups: those aged 25-44 years, and those aged over 65 years (Bjørnsen, et al., 
2013; LaCalle & Rabin, 2010). A third study of changes in ED attendances during the 
decade 1997-2007, found the second peak was in a slightly younger group (44-65 years) 
(Tang, et al., 2010). In Australia, three groups were evident:  males exceeded females in 
the first two groups, the under 16 year and 60-64 year groups; and  females exceeded 
male ED attendances in a third peak at 80-90 years (FitzGerald, et al., 2013).  In a 2007 
national USA study of ED users, 20% of all Americans and 25% of those aged over 65 
years attended ED at least once, but there was a higher proportion of those aged over 75 
years compared to all age groups (Garcia, et al., 2010). This research suggests ED use 
increases with age.  
 
There was disagreement on the level of acuity of ED presentations. Two Australian cross 
sectional studies drew data from emergency department information systems (EDIS), 
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reporting between 10% and more than 50% of all ED presentations as low acuity 
(Australian Triage Score (ATS) 4 and 5) (Hou, et al., 2011; Nagree, et al, 2013). Others 
have reported between 35% and 43% as higher acuity or critical (Bjørnsen, et al., 2013; 
Squire, Tamayo, & Tamayo-Sarver, 2010). A possible reason for these differences is that 
the focus of studies differed.  Hou’s (2011) study reported the proportion of acuity from 
all ED presentations across 28 public hospital EDs during 2008-9 (Hou, et al., 2011). The 
focus of Nagree’s (2013) study (n=532129) was GP type patients attending ED during 
2009-11, categorised by four different methods. Squire’s (2010) USA national study, 
during 1997-2005 (n= 192546), measured acuity by proxy indicators, for example 
admissions to ICU, theatre, catheter labs, resuscitation or death in ED. The proportion of 
walk-ins that were critical was reported (Squire, et al 2010). Bjørnsen (2013) did not use 
mode of arrival in his study because of the poor compliance with recording in Norway. 
Instead, the total of ED presentations was used to calculate the proportions of those in 
triage categories (100% compliance). The literature therefore suggests approximately half 
of all ED presentations may be lower acuity.  
 
Although EDs are utilised for non- emergency care, research suggests that ED re-
presentations are associated with higher acuity. The proportion of re-presentations varied 
from 3% to 41 % of all ED attendances (Doupe et al., 2012; Garcia, et al., 2010; Hu, et 
al., 2012; Kirby, et al., 2012; Posinelli, et al., 2012; Ruger, et al., 2004). As many as a 
third of all ED attendances during 2006 have been reported as re-presentations whereas 
only 1.9% of all users were ED frequenters (Paul, et al., 2010). As such re-presentations 
are important as they constitute a significant proportion of presentations and may be 
higher acuity requiring admission which adds to already congested ED workloads. 
 
Frequency of use was also used to categorise patients. When comparing ED use across 
different groups of users,  single presentations were more likely to be high acuity and die 
in ED than other groups of users (Ruger, et al., 2004). Two studies reported frequent 
users were twice as likely to not result in admission (OR 1.91, 95% CI 1.11-3.30; p> 
0.05)(Merrick et al., 2011) and  high frequenters were five  times more likely to be low 
acuity(OR=4.8, 95% CI 1.00-22.6) (Ruger, et al., 2004). As many as 70% of high 
frequenters were long term ED users with proportionately less  other health service use, 
suggesting ED use for all care needs (Doupe, et al., 2012). Subsequent to growing trends 
in ED use and higher acuity in re-presentation, research has explored reasons for ED use. 
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Reasons for ED Use 
Reasons for ED use among all adults were diverse. Earlier research into all ED 
presentations indicated that single visits were more likely to be younger, and frequency of 
ED use was associated with alcohol or drug misuse, poorer health and psycho-social 
problems, self-referral, after hours, and  non-urgent problems (Andrén, & Rosenqvist, 
1985; Andrén, 1987b; Murphy et al,1999). Similar psychosocial factors have been 
reported to relate more to high frequenters than to low frequenters of ED use (Doupe, et 
al., 2012). However, an Australian study also reported that re-presentation was more 
likely in older presentations and  after hours, with less urgent, or mental health issues 
(Kirby, et al., 2012). Frequent ED use may also be associated with only a one year 
window (Posinelli, et al., 2012); however the reasons for this were not explored, but could 
reflect a change in either service provision or need. As such, availability of services may 
drive decisions to access ED. 
Accessibility 
Studies suggest that people generally prefer to attend ED for more urgent conditions or 
because ED is accessible and convenient. Over a third of all adults have reported lack of 
timely appointments with general practitioners (GPs) (ABS, 2009e; Marco, et al., 2012; 
Walsh, 1995).  It was found that more than half of all ED patients sought care prior to 
attendance and ED use continued to be influenced by the perception of urgency or 
severity of illness (Baker, et al., 1995; Young, et al., 1996), availability or affordability of 
primary care services and social support (Toloo, et al., 2014). These fndings are 
consistent with two US studies which surveyed adult ED presentations to identify factors 
that contribute to ED use, n= 1579 (Ragin, et al., 2005) and n=279 (Northington, et al., 
2005). Ragin’s (2005) study differed from other studies in that it used correlation to 
explain associations between factors. It was convenience (r- 0.440) and preference 
(r=0.348) that correlated positively with medical necessity where financial limitations did 
not. 
 
Similarly in Australia during 2009, according to the ABS (2010b), barriers to health 
services in general that were implicated in ED use were distance, cost and waiting times. 
A majority (82%) of respondents reported lack of timely GP appointments. More than 
half (54%) reported poor health and 12% waited for days to be seen for urgent problems. 
Those with poorer health had more than twice the proportions of multiple ED visits and 
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hospital admissions compared to those with better health (ABS, 2010b). Demands for ED 
use have also been influenced by factors such as policy, availability of insurance or 
services, socio-demographic factors and perceptions of health needs (He, Hou, Toloo, 
Patrick, & FitzGerald, 2011). This suggests that ED use may be a conscious choice when 
weighing up cost benefits. 
 
Furthermore,  although the risk of ED use has been increased by lifestyle factors 
(smoking, obesity and lack of exercise) (Johar, Jones, & Savage, 2013) and  increasing 
age (ABS, 2010b; Garcia, et al, 2010; Murphy, et al., 1999), perceptions of poor health 
(irrespective of age,  poverty, lack of private health insurance and ethnicity) are all 
associated with higher ED use (Garcia, et al., 2010). In the context of multiple risk factors 
contributing to ED use, understanding the needs of ED users is important, as length of ED 
stay has increased with acuity (FitzGerald, et al., 2013) and in trauma patients, 
irrespective of age (Biber, et al., 2012).  
 
Last, there are two qualitative studies that explored reasons for ED use. Semi-structured 
interviews (n=31) were used to investigate why people (aged over 18 years) chose to use 
ED rather than their local doctor (Howard, et al., 2005). The findings highlighted that 
people could not secure a timely appointment, primary care staff referred them on to ED, 
and it was more time efficient to present to ED than to make appointments. The other 
study explored 20 adults’ experiences with decisions to utilise ambulances. Findings 
indicated that  decisions were complex and driven by the perception that  where their 
efforts failed and their conditions were  urgent, they needed timely help which involved 
seeking out others (Ahl, Nyström, & Jansson, 2006). These studies also support findings 
in the descriptive studies discussed above. Thus this body of literature suggests that 
increasing trends in ED use among all ED users is multifactorial. 
 
The above organisational and socio-environmental factors of increasing age, health and 
insurance status, adequacy of support and timely access to primary care that influenced 
ED use are consistent with the findings of both an Australian National survey of people 
regarding their experiences with health services (ABS, 2010b) and a systematic review  
which used a model of health service utilisation to investigate demand for ED service 
(He, et al., 2011).  These complex issues have prompted research to explore reasons for 
ED use among the elderly.  
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 Older ED Users  
Few studies have investigated discrete aspects of ED use specifically in those aged over 
65 years. While earlier research focussed on factors contributing to ED re-presentation 
(Bentley & Meyer, 2004; McCusker, et al., 2000a; McCusker, Healey, Bellavance, & 
Connolly, 1997), more recent research has explored factors related to ED presentations 
(Arendts, et al., 2013e; Considine, et al., 2010; Crilly, et al., 2008; Fealy, et al., 2012; 
Hastings, et al., 2010; Horney, et al., 2012; Naughton, et al., 2010; Salvi, et al., 2008) . 
This work is mostly descriptive.  
 
The work of McCusker and colleagues, which spans a decade in Canada, explored factors 
contributing to ED re-presentations in those aged over 75 years. One  study (n=167) 
investigated the relationship between the physical, cognitive and functional factors and 
ED re-presentation in the three months following an index ED visit (McCusker, et al., 
1997).  A subsequent study explored factors influencing patterns of re-presentations over 
a 6 month period among those aged over 65 years discharged from ED. Variables 
measured included those listed above, plus social, mental, medical history, medications, 
alcohol use and health service use factors (McCusker, et al., 2000a). It was this seminal 
work that resulted  in development of the Identification of Seniors at Risk (ISAR) 
assessment tool to identify risk of functional decline and hospitalisation in older people 
(Dendukuri, et al., 2004; McCusker, Bellavance, Cardin, & Trepanier, 1998; McCusker, 
et al., 2003a). This work will be discussed in detail in the next section of this review. 
Another retrospective study of ED records (n= 2271) which investigated ED re-
presentation, explored issues related to ED presentation, assessment and discharge 
(Bentley & Meyer, 2004).  
 
The focus of cross sectional studies which explored ED presentations in those aged over 
65 years differed. One USA study of ED presentations (n=308), during a three month 
period in 2007, characterised patient groups according to their pattern of health service 
use and measured ED, outpatient, primary care and specialist visits over the preceding 12 
months (Hastings, et al., 2010). Another paper reporting on the same US study, explored 
the association between ED use and other health service use pre and post ED presentation 
(Horney, et al., 2012). Two studies explored the demographics, health profiles and 
psychosocial factors that impact ED use. In an Irish study, 307 ED patients were surveyed 
to identify factors contributing to ED presentation, quality of life and social networks 
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(Fealy, et al., 2012). Naughton, et al. (2010) interviewed 306  patients and measured 
referrals on discharge to identify factors contributing to re-presentations. 
 
Three Australian descriptive studies were identified. The first study  accessed a 
retrospective cohort (n=6208) of ED presentations to characterise and predict outcomes in  
those aged over 65 years, which differentiated outcomes between those from residential 
aged care facilities (RACF) and those not (Crilly, et al., 2008). Another used a structured 
survey to interview ED presentations aged over 70 years (n= 100 ) triaged as less-urgent 
(ATS 3-5), to investigate the influence of socio-demographic and environmental 
predisposing factors (living alone, social connections, availability of primary care) on ED 
presentation (Lowthian, et al., 2013). Since the doctoral research reported on in this thesis 
was developed and undertaken, one prospective observational study was identified.  ED 
presentations aged over 65 years who were assessed by CCT clinicians were followed-up 
for one month (n= 1439) to identify factors influencing unplanned re-presentation 
(Arendts, et al., 2013e). Finally, a qualitative descriptive study  explored the experiences 
of those aged over 65 years in accessing ED care, across three settings (n=30) (Considine, 
et al., 2010). While most of the literature was descriptive and designs and variables all 
differed, findings also identified the multifactorial nature of elderly ED presentations and 
re-presentations. These factors are discussed below using a thematic approach. 
Over-represented   
The above studies demonstrate that older people are over represented in EDs. There is a 
higher proportion of ED visits in those aged over 75 years (38%: 33%) compared to all 
ED visits (Bentley & Meyer, 2004), which is consistent with a 2007 study (Garcia, et al., 
2010). Similarly, in Australia, more older people than the  national average utilised ED 
for urgent life threatening conditions (54%: 50%) (ABS, 2010b). The over-representation 
of elderly in ED is not a new concept, as systematic reviews of older patient’s patterns of 
ED use identified this more than a decade ago (Aminzadeh & Dalziel, 2002; Grief, 2003). 
In the context of an ageing population, congested EDs and the increasing trends in ED 
presentations as discussed in Chapter One, it is important to understand the multifactorial 
influences on elderly ED presentations.  
Supplemental Versus Substitution of Care 
The literature suggests that the elderly also use EDs where other services may be 
inadequate. Although a quarter of  older ED patient visits (23%) were prompted by the 
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convenience of comprehensive ED management, those that supplemented Primary Care 
also had high GP and outpatient use. Only a minority (6%) substituted ED use for other 
health services and these were more likely to be a minority group (< 0.05) (Hastings, et 
al., 2010).  Additionally, older attendees were reluctant to use ambulances or ED 
resources  until their condition was urgent (Considine, et al., 2010) and as many as 25% 
to 59% of older patients were triaged as semi-urgent to emergent (Arendts, et al., 2013e; 
Salvi, et al., 2008).This literature suggests that ED use among older patients may not be 
inappropriate. For the elderly with declining health, the convenience of having access to 
all services in one place may be an attractive alternative to accessing a number of 
different service providers in the community. 
Chronic Problems and Associated Complications 
Complex chronic conditions in older people have also influenced ED presentation. Older 
ED presentations had multiple chronic conditions (mean 3.45; SD=1.68); more than half 
(56%) had polypharmacy (>9); and a quarter had more than 5 comorbidities (Horney, et 
al., 2012). In those aged over 65 years, 67% presented in an urgent condition; almost half 
presented with medical conditions, were referred by their GP, and were more chronically 
ill (Fealy, et al., 2012). The most likely chronic conditions reported were cardiovascular 
diseases or cancer, irrespective of the frequency of ED use (Hastings, et al., 2010; 
Horney, et al., 2012) . Others reported more nonspecific presenting complaints such as  
being unwell (22.2%) or limb complaints (20.9%), with only 9% reported as cardiac and  
fewer with falls or abdominal complaints (Fealy, et al., 2012). As research indicated, 
cardiac, respiratory and others chronic diseases and injuries (p< 0 .001) were significantly 
associated with admissions (McCusker, et al., 1997); complications from chronicities 
would be likely to contribute to hospitalisation. The dysfunction associated with chronic 
problems has resulted in nearly half (48%) of all older ED presentations re-presenting or 
being re-hospitalised within a six month period (Arendts, et al., 2013e; Fealy, et al., 
2012).  
Re-presentation and Health Service Use 
Research demonstrates that in the context of inadequate support, declining health and 
dependency in activities of daily living (ADLs) can contribute to hospitalisation. Studies 
have agreed that social isolation influences ED use (Fealy, et al., 2012; McCusker, et al., 
1997; Naughton, et al., 2010). Re-presentations were more likely after hours, more than 
twice as likely to have functional decline (OR=2.68; 95% CI = 1.60, 4.50), and ten times 
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more likely to be living alone (OR 10.48, 95% CI= 1.79,61.31) (McCusker, et al., 1997). 
This is consistent with more recent research where re-presentation was more than twice as 
likely in those with poor social support (OR 2.32, 95% CI= 1.12 to 4.81) than in others; 
and 18% of those not referred to community services were found to re-present to ED 
(Naughton, et al., 2010). As such those with declining functional ability and inadequate 
support or care will have implications for ED workloads. 
 
Older, sicker patients with complex chronic care needs can also experience more negative 
outcomes than other ED presentations. This was demonstrated in a cohort of older ED 
presentations where, compared to other ED attendees, there was a higher proportion in 
those from RACF, of ED re-presentations (66%: 52%); in ED length of stay (LOS) (6hr: 
5hr); and re-admissions (36.5%: 24.7%) (Crilly, et al., 2008). More currently, this picture 
has not changed. According to Horney et al (2012), as re-presentation was associated with 
both higher primary care and ED use in the preceding year (p < 0.001), there is higher 
overall health service use among the elderly now than among others. Compared with 
other older ED attendees, ED frequenters are twice as likely to re-presentation to ED 
(Horney, et al., 2012), and re-presentations were twice as likely to be admitted (OR= 
1.99, 95% CI 1.24-3.19) (Naughton, et al., 2010).  
 
These findings are consistent with studies of all ED presentations where, compared to 
other ED attendees, re-presentations were more than twice as likely in older people (Hu, 
et al., 2012) and those with a  lower level of function (Sandoval, et al., 2010).  While re-
presentations increase with age (Toloo, et al., 2012), age may not be an independent 
factor in re-presentation. A  greater risk for re-presentation to ED is chronic diseases 
(Hastings, et al., 2010)  and more specifically, cardiac conditions, depression, 
malignancy, cognitive impairment (Arendts, et al., 2013e) and rehabilitation needs 
(AIHW, 2010a). This was demonstrated where stroke survivors post hospital discharge 
were more likely to re-present within one month because of complications (for example: 
dehydration (OR=1.23, 95% CI=1.07to1.43), and less likely to have undergone 
rehabilitation (OR=0.71, 95% CI=0.57to 0.89). There was also an inverse relationship 
between the number of return visits and survival (Kind, Smith, Frytak, & Finch, 2007). In 
the context of increasing trends in ED use and inadequate access to primary health care 
services, continuity of complex chronic care for the burgeoning older population is 
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expected to pose significant clinical and organisational challenges as health service 
demands increase (Arendts & Lowthian, 2013b).  
2.3.   Hospital Avoidance Strategies 
2.3.1 Introduction 
The previous section explored research around the characteristics of the older sub-acute 
population utilising EDs and IHS in EDs. As the term ‘sub-acute’ is broadly defined, it 
may be difficult for ED clinicians to identify eligible older patients to refer to IHS 
clinicians. As no research exploring older sub-acute patients’ patterns of IHS use in EDs 
was identified, it is unknown how effective IHS is at reaching or servicing those most in 
need of referral to community support by such services.  Therefore this section explores 
the literature which investigates or reports on IHS to identify gaps in that literature for 
further research. 
What Is Interface Health Service (IHS) 
IHS  is a hospital avoidance strategy that is underpinned by the guiding principles of 
ageing in place (AIHW, 2000), increasing functional independence (AHMAC, 2004b), 
chronic disease management (NHPAC, 2006) and Primary Health Care (PHC) reform 
(AIHW, 2009d). IHS was designed to identify risk of hospitalisation with referral to 
appropriate community support (Victorian Government, 2003).  IHS can facilitate safe 
discharge home, as risk screening of older ED patients can reliably identify risks of 
hospitalisation and facilitate referral and uptake of community services. Findings from a 
randomised controlled trial (RCT) by McCusker et al (2003a) indicated that, compared to 
controls, risk screening older ED patients resulted in four times the referrals to 
community services (OR=4.0, 95% CI=1.7to9.5), approximately twice the referrals to 
GPs (OR=1.9, 95% CI= 1.0to3.4), and more than twice the uptake of community services 
(OR=2.3, 95% CI=1.1to5.1).  IHS could be important in providing access to continuity of 
care for those with chronic diseases. Continuity of care is seen as necessary to avoid 
hospitalisation or residential care placement (AHMAC, 2004b; AHMAC, 2011; DoHS, 
2008b). Thus the role of IHS may be integral to chronic disease self-management for the 
older sub-acute population. 
 
The Australian Government has increased access to funding for services in the 
community through Home and Community Care (HACC) and Community Aged Care 
Deborah Haydon Doctoral Thesis QUT |Chapter 2 Literature Review  31 
 
Packages (CACP) in order to support people aged over 70 years to remain in their own 
home for as long as possible.  Other packages include extended aged care at home 
(EACH) and  EACH Dementia (EACHD) packages to facilitate easier access to 
residential aged care facilities, especially in rural and remote areas (AIHW, 2009f).  
Access to these funding packages and subsequent appropriate services is provided 
through aged care assessment teams (ACAT) which assess the need and eligibility for 
care (DoSS, 2014a). 
Importance of Interface Health Service  
Although more services for older people under PHC reform should be available and 
accessible, these services may not reach those most in need. Despite reported increases in 
GPs, nurses and allied health with a wider range of services available through GPs in the 
community to reduce preventable admissions (AIHW, 2009d), community service and 
support programs may be under-utilised. Findings from a study investigating accessibility 
of aged care services or programs indicated that almost half (48%) of a wide range of 
community programs have failed to accommodate the individual needs of older people 
with life-long disabilities associated with acquired brain injuries or chronic conditions. 
The reasons identified included lack of access to transport, ramps, toilets, staff; or, poor 
accommodation of the physical or psycho-social disability needs (Bigby & Balandin, 
2005). Where there is inadequate access to primary care and community health services, 
an ageing population will continue to utilise EDs as a safety net. This will also contribute 
to ED crowding and raise concerns about the quality of care and adverse events that 
contribute to avoidable hospitalisations (Affleck, et al., 2013). Therefore IHS provided in 
ED is designed to facilitate safe discharge through provision of access to adequate 
support at home and prevent unnecessary hospitalisations. 
 
Hospital avoidance strategies are important as a sizable proportion of Australia’s general 
hospital beds have been allocated to aged care needs. During 2001, only a quarter of the 
8% of general hospital beds controlled by aged care service teams were allocated to 
rehabilitation and the remaining were utilised for psychogeriatric, Residential Aged Care 
(RAC) and respite needs (Gray et al., 2002). More recently non-acute or sub-acute care 
(rehabilitation, psychogeriatric geriatric and palliative care) was found to account for 
4.6% of hospital separations or 16.5% of all inpatient days; re-presenting, an increase of 
18% per annum for rehabilitation and 20% per annum for geriatric care from 2007-8 to 
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2011-12 (AIHW, 2013e ), which is similar to reports from elsewhere (Affleck, et al., 
2013).  As such, public and private hospitals still provide substantial care for the sub-
acute population, which may indicate inadequate alternatives.  
2.3.2. Types of Interface Health Services (IHS) 
In Australia, multiple pathways from hospital to home have been developed across the 
acute community interface over the last two decades in response to the  Federal 
government’s mandate to reduce health service demands through improved prevention, 
health promotion and integrated health services (AHMAC COAWG, 2004a; COAG, 
2011a; COAG, 2011b; NHPAC, 2006; NHHRC, 2009a). A range of IHS programs have 
been instituted at state and national levels. These include: The Hospital in the Home 
(HITH); Co-ordinated Care Teams (CCT); Transition Care Program (TCP) and; Interface 
Health Service (IHS) programs. As guiding policy is applied at a state level, there are 
differences in service models between states. The HITH program provides ongoing 
hospital care in the patient’s home; for example, for those of any age with infections 
requiring ongoing intravenous antibiotic treatment (AHMAC COAWG, 2004a).  HITH is 
not critiqued here, because its role and target population differ from those of IHS, which 
is the focus of this study. 
Co-ordinated Care Team (CCT) Programs   
CCT was a major IHS initiative developed in Australia through the mid-1990s, which 
aimed to test a new model of care co-ordination by pooling existing funds within existing 
resources. Coordinated care has been described as using a systematic approach or 
processes to manage individual complex care needs across the acute community interface, 
targeting frequent health care users. As such, CCT was described as trials of managed 
care (Anderson, 2004; Duckett, 1996), and as an ambitious innovative redesign of health 
care delivery to reduce hospitalisation in people with complex chronic care needs 
(Estermann & Ben Tovin, 2002). A tendering process resulted in nine locally developed 
CCT trials across 12  inner city, regional and rural sites and four Indigenous projects, that 
provided access to multi-disciplinary support and community service providers in 
differing hospital, GP or allied health settings or centres for people with complex care 
needs in differing ages groups. These trials theoretically increased the capacity of primary 
care services to facilitate chronic disease management (DOHA, 2007a; Mills & Harvey, 
2003; Moss, et al., 2002; Segal, et al., 2004a). These initiatives were evaluated twice.  
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CCT Round One (CCT1) 
A body of literature reports on the evaluation of CCT1. Most studies were established as 
either case controls, pre-post or RCTs, but the study designs and populations varied 
(Anderson, 2004; Battersby, 2005; DOHAC, 1999; DOHA, 2001; Estermann & Ben 
Tovin, 2002; Gardner & Sibthorpe, 2002; Harvey, 2000; 2001; Harvey, Mills, Misa, & 
Warren, 2003b; Harvey & McDonald, 2003a; McGuiness, 2003; Mills & Harvey, 2003; 
Moss, et al., 2002; Segal et al., 2001; Segal, et al., 2004a; Segal, et al, 2004b; Smith et al., 
2002).  This research reported on the processes, impacts and outcomes of CCT1 between 
June 1997 and December 1999. Overall, studies measured different individual, health, 
service, organisational and community outcomes including access, development of 
infrastructure, and empowerment of individuals and community in Indigenous studies. 
Studies also investigated the design implications on outcomes (Segal, et al., 2004b) and 
the impact of CCT1 on the process of change and reform (Harvey, 2001). Cost 
comparisons with US models using aggregated data from CCT1 (n=16538) were also 
performed (Duckett & Agius, 2002).  
 
While findings from this evaluation reported  mixed evidence of the benefits, government 
reports indicated that overall CCT1 trials failed to achieve  the desired outcomes for 
health service or patients and the cost benefits were not evident (DOHAC, 2001; DOHA, 
2007a). There were reduced hospitalisations in a third of trials and no evidence of 
improved well-being of patients (Anderson, 2004).  Costs for those with co-ordinated care 
were approximately 30% higher (Segal, et al., 2004a; Smith, et al., 2002). This may 
indicate that provision of complex care is costly no matter where funds originate or what 
services are provided. Overall,  research suggested that projects targeting specific 
populations or conditions  were more beneficial than universal projects and GP led 
models in the community were less effective than the more generic models (Mills & 
Harvey, 2003; Segal, et al., 2004a).  An investigation into IHS by the Victorian 
Government reported numerous autonomous agencies with large catchment areas 
providing a wide variety of duplicated care and management processes to people with 
diverse needs. There were loose acute and community service provider partnerships, poor 
communication, co-ordination, organisation, management, integration and funding 
arrangements across the interface (Victorian Government, 2003). 
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Outcomes from CCT1 halted further implementation of IHS while revisions to projects 
were undertaken (DOHAC, 2001; DOHA, 2007a). The diversity in methods, target 
populations and interventions across projects and poor integration played a role in CCT 
failure. The financial outcomes and multidisciplinary processes in CCT1 also had 
implications for policy and future planning, providing opportunities for further health 
system reform which influenced co-ordinated care for the ageing Australian population. 
These included  changes to funding policies for MBS, PBS and GPs;  increased 
partnerships between service providers, referrals, and infrastructure (IT system upgrades); 
and improved access to services and capacity for community development (Anderson, 
2004; Estermann & Ben Tovin, 2002; Moss, et al., 2002). Establishment of new processes 
for funding, chronic disease management and co-ordination of care for the ageing 
population’s needs also resulted in development of GPs’ roles (Harvey, 2000; 2001). 
Round Two CCT Evaluations (CCT2) 
The second round of CCT trials (CCT2) during 2001-6, included three Indigenous trials 
across diverse settings nationally and two mainstream trials: one in Melbourne and a first 
round of trials in Brisbane. The aims were to improve integration and co-ordination of 
care, both individually and in the community with increased access to resources and 
primary health care in the community for those with complex needs (DOHA, 2007d).  
PricewaterhouseCoopers undertook the National evaluation (DOHA, 2007d). Of the 
limited  research identified that reported on CCT2, the focus was on patient and 
organisational outcomes and the underlying policy issues impacting on chronic care for 
Indigenous Australians  (Baeza, Bailie, & Lewis, 2009; DOHA, 2007d).  
 
According to DOHA (2007d), evaluation of CCT2 service delivery included integration, 
co-ordination and efficiency of resource use on patient and service provider outcomes and 
the efficiency and effectiveness of CCT health service. Patient factors included, self-re-
ported health status, depression, quality of life, knowledge of available service and 
access, knowledge of medical care, adequacy of information, access to co-ordinators, and 
patterns of health service use. Findings demonstrated the same diversity as CCT1 in 
CCT2 trials’ designs, objectives, populations and interventions and funding arrangements 
(DOHA, 2007c) . Findings demonstrated  more Indigenous specific initiatives focussing 
on population based strategies, but with fewer services utilised by Indigenous people 
compared to other Australians (DOHA, 2007c). Although patients were considered to 
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manage with GP substitution for acute care, Indigenous Australian used significantly less 
MBS and PBS than other Australians and overall cost benefits were difficult to identify 
(DOHA, 2007d).  
 
While literature reported on the effectiveness of diverse CCT2 projects and efforts to 
improve IHS in Indigenous communities, the barriers to accessing mainstream services 
were not explored. There was also no research identified specifically in the ED context. 
This means there is little understanding of the barriers to accessing mainstream IHS to 
inform its ongoing development in EDs, indicating a need for further research in this area. 
It would be important to investigate how effective current IHS in ED is, as it aims to 
reduce health service use through risk assessment and referral to appropriate support 
services (Arendts, et al., 2012; QLD Health, 2005a; Victorian Government, 2003). The 
collective effort to refine and re-evaluate CCT demonstrated the importance of improving 
strategies to co-ordinate care across the acute community interface for ageing Australians 
and this would be no less important in the ED context. 
Transition Care Program 
The importance of hospital avoidance is also evident in health system reforms such as the 
Transition Care Program (TCP).  After a pilot in 2001, National Guidelines were 
developed in 2005 for local adaptation by States and Territories (Australian Government, 
2005; Victorian Government, 2008). The TCP offers access to short term rehabilitation 
programs and support over  eight or 12 weeks to increase functional independence in 
older Australians and facilitate early discharge, or to reduce or delay residential aged care 
(RAC) placement  (Australian Government, 2005; 2011). Unlike CCT, eligibility for 
access to TCP is not through GPs or IHS but is determined through ACAT assessment 
(Masters, Giles, Halbert, & Crotty, 2010).  As such, this means that while TCP provides 
service to more complex older patients, the focus is on avoidance of RAC placement, 
which differs from the focus of IHS on meeting long term needs. 
 
Findings from a national evaluation of TCP found a variety of programs with mixed 
evidence of benefits.  In the short term, TCP was cost effective as it reduced length of 
stay through facilitating early supported discharge, with evidence of  short term 
functional gain   (DOHA, 2008b; Masters, et al, 2010). However, the cost to community 
services, or long term costs of readmissions, was not discussed, making full 
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understanding of cost benefits more difficult. The benefits of TCP in terms of health 
service use or longer term patient outcomes were unclear. Despite mixed findings, TCP 
places have been expanded (AIHW, 2011i).  A substantial increase in  funding for the 
PHP, TCP, HITH and IHS especially in rural and remote areas of NSW and Victoria 
(Victorian Government, 2010), suggests that models of care to meet older patients’ needs 
are still being refined or adopted, with little evidence of benefit. It also suggests that the 
greater success of TCP over CCT or its offspring, IHS, may be related to dedicated 
ongoing funding. The need in older people for longer term planning of co-ordinated care 
beyond rehabilitation is reflected in the updated government website on Aged Care where 
information on TCP now includes access to ACAT assessment, respite, and many support 
services (DoSS, 2014b). As such, short term planning and care in TCP differs from the 
long term planning of coordinated care required to remain independently at home, as is 
facilitated through IHS in EDs. 
2.3.3 Hospital Avoidance Strategies across the Interface  
The findings of the CCT evaluation  that  individualised co-ordinated care was more 
effective than a single model of GP co-ordinated care,  prompted  significant innovation 
and changes in how services are delivered. A plethora of discharge roles, coordinated 
discharge planning and home based interventions have been the subject of multiple 
systematic reviews (Cambell & Robertson 2007; Fisher, Qureshi, Hardiman, & 
Homewood, 2006; Hastings & Heflin, 2005; Hyde, Robert , & Sinclair, 2000; Mistiaen, 
Franke, & Poot, 2007; Mistiaen & Poot, 2006; Parker, Lee,  & Faday-Evatan, 2004a; 
Parker et al., 2003; Patterson & Mulley, 1999; Phillips et al., 2004; Scott, 2010; Shepperd 
et al., 2009b; Sheppard, Anaf, & Gordon, 2010a;  Sheppard et al., 2010b; Shepperd et al., 
2011; Smith, Allwright, & O'Dowd, 2009a; Sutton, Grimmer-Somers, & Jeffries, 2008; 
Williams & Botti, 2002). Although an exhaustive review of all clinical trials involving 
discharge planning or home base interventions is beyond the scope of this review, 
collectively these reviews demonstrate how discharge processes and interventions have 
been subject to refinement and changes over time.   
 
For example, systematic reviews investigating the effectiveness of discharge planning 
indicate that earlier discharge planning strategies made no difference to hospitalisation, 
while later reviews indicated that multicomponent coordinated supported discharge 
planning may be effective at reducing re-admission risk. A Cochrane review conducted 
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by Shepperd, et al., (2004) evaluated the effectiveness of discharge planning strategies 
that included any one of the following interventions: pre admission assessment, case 
finding, patient assessment, individualised discharge planning, and implementation of 
discharge plan or monitoring. The review concluded that there was insufficient evidence 
that discharge planning reduced hospitalisation and that diversity of interventions and 
studies limited the ability to aggregate or analyse data  (Shepperd, Parkes, McClaran, & 
Phillips, 2004).  A subsequent systematic review by Shepperd, et al. (2010) included the 
above discharge planning criteria plus multidisciplinary assessment and collaboration. 
Twenty-one RCTs investigating the effectiveness of discharge planning for inpatients in a 
variety of settings (not ED) were reported on and findings demonstrated a significant 
reduction in both length of stay by 10% (OR= - 0.91, 95% CI -1.55 to - 0.27 in 10 trials); 
and risk of readmissions by 15% ( RR 0.85, 95% CI 0.74 to 0.97 in 11 trials). However, 
there was insufficient evidence of reduced mortality or early discharge home, particularly 
for the elderly with medical conditions. However, authors concluded that individualised 
discharge planning may result in reduced length of stay and re-admissions, albeit small 
(Shepperd, et al., 2010b). The discharge process itself was not explicit. 
 
Two systematic reviews support the findings of Shepperd, et al., (2010). One review by 
Scott (2010) investigated the effectiveness of single versus multiple component discharge 
interventions on re-admissions in 378 papers (including seven systematic reviews). 
Findings indicated that multiple interventions, involving discharge assessments, education 
and counselling with follow-up of patients and carers, performed better than single 
interventions in reducing rehospitalisation (Scott, 2010). Caution is needed in applying 
these findings, as they relate particularly to people with health failure, which is only a 
sub-group of the older sub-acute population.  
 
Two further systematic reviews of discharge interventions in older people (Parker, et al., 
2004a;  Parker, et al., 2003) found that discharge planning, comprehensive geriatric 
assessment (CGA), discharge support, and education did not reduce length of stay or 
mortality, but re-admissions were reduced in 35 trials (RR 0.851, 95% CI 0.76 - 0.953, p 
= 0.005). Parker concluded that multicomponent interventions provided in both hospital 
and home setting spanning the interface were more effective at reducing re-admission (p= 
0.045) than those conducted only in the home (p = 0.084) (Parker, et al., 2003). These 
findings were echoed in a subsequent updated review, providing further evidence 
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suggesting multiple coordinated discharge strategies may be more appropriate than single 
strategies (Parker, et al., 2004), particularly where discharge needs are complex and co-
ordinated care would be necessary. 
 
However, systematic reviews investigating the impact of post discharge interventions 
reported mixed benefits. One review of post discharge interventions by Mistiaen et al. 
(2007) concluded there was insufficient evidence that most interventions reduced length 
of stay, discharge trajectory, physical health, health service use, complications post 
discharge or costs. Although the diversity of interventions made analysis and 
understanding of findings difficult, there was some limited evidence that multiple 
interventions involving education may increase knowledge or reduce re-admissions 
(Mistiaen, et al., 2007).  Furthermore, while a systematic review of  20 controlled studies 
(19 RCTs)  investigating shared GP and specialist care did not find benefits in terms of 
physical, psychosocial or mental functions or costs, there was improved prescribing and 
increased health service use (Smith, et al., 2009a). Authors suggest possible reasons for 
this may be that interventions in most studies were controlled by specialists with limited 
primary care knowledge. 
 
Despite the limitations of these reviews in providing specificity of interventions, the 
overall findings suggest that multiple discharge strategies across the interface targeting 
individual needs with access provided to appropriate services may be beneficial in 
reducing health service demands. No studies, however, specifically targeted the ED 
context. Additionally, the diversity of interventions across settings and short time frames 
of studies made an understanding of what interventions work best or what benchmarks for 
practice should inform ongoing IHS development in ED, more difficult.   
2.3.4 Interface Health Services in EDs 
Further development of IHS across states was underpinned by lessons learned from CCT, 
further development of Australian health policy, the National Action Plan, and policy on 
the Acute-Aged care Continuum as discussed in Chapter One, resulting in new funding in 
the 2003-8 Health Care Agreement. These developments were guided by policy on the 
Pathways Home Program (PHP) in Victoria (Victorian Government, 2008); on the South 
Australian (SA), SA Plus strategy (SA Government, 2007); the Framework For Integrated 
Support And Management Of Older People in New South Wales (NSW) (NSW Health, 
Deborah Haydon Doctoral Thesis QUT |Chapter 2 Literature Review  39 
 
2004);  and  QLD Health’s  Strategic Directions, (QLD Health, 2004) . Additionally, IHS 
development was supported by the National Primary Health Care Reform Strategy 
(AIHW, 2009d). As IHS initiatives were developed at the local level based on local needs 
and resources, there is significant diversity in models of care and target populations 
(Victorian Government, 2003). Section 2.3.4 seeks to identify what is currently known 
about IHS in EDs for the older sub-acute population.  
 
The interface, while not defined, is described conceptually as involving physical 
characteristics of settings and structures with functions and communication processes 
across settings, which include primary, chronic and acute care models. The interface also 
facilitates the integration of acute with continuing services in the community: sub-acute,  
ambulatory services, community, and primary care, through interactions between and 
funding for, hospital and private health insurance, aged and preventative care and  
performance monitoring (AIHW, 2010a; Duckett, 2004; Victorian Government, 2003, 
2008). Research effort undertaken on coordinated care across this interface from the mid-
1990s to the mid-2000s, indicates the high interest in the impact of the health reform shift 
from acute to chronic care models. Despite subsequent IHS development across the 
country over the last decade, little robust research has been published since.  
 
Although a body of literature reported on various co-ordinated care initiatives 
implemented in acute, community or primary care settings  for older people with complex 
care needs or specific conditions, (see for example; Batemanm & Smith, 2011; Béland et 
al., 2006; Bird, et al., 2007; Bodenheimer, Wagner, & Grumbach, 2002b; Bolch, et al., 
2005; Counsell, Callahan, Buttar, Clark, & Frank, 2006; Deschodt et al., 2012; Fisher & 
McCabe, 2005; Hunt-Luzinski et al., 2008; Inglis et al., 2004;  Kroemer, Bloor, & Fiebig, 
2004; Sammut, 2008), few were in the ED context.  Research  reported on aspects of 
current IHS in Australian EDs (Arendts, et al., 2012; Basic & Conforti, 2005; Caplan, et 
al., 2004; Hegney, et al., 2006; Mion et al., 2003; Ngian, et al., 2008; Shanley, et al., 
2009)  and  internationally  (McCusker et al., 2003c; Guttman, et al., 2004; Leah & 
Adams, 2010; Shaw et al., 2003; Warburton, Parke, Chruch, & McCusker, 2004). Due to 
the diversity in study methods, populations and reporting styles, this literature was 
reviewed thematically. 
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IHS Programs 
The literature demonstrates IHS programs have been implemented differently across 
states and territories in Australia. Examples in QLD include; The Community Hospital 
Interface Program (CHIP), Community Assessment Referral Service (CARS), Early 
Intervention Program (EIP) and Transition and Continuity of Care (TRACC) program and 
Post-Acute Care (PAC) and the Discharge and Referral to Services (DARTs) program 
(QLD Health, 2005a) . In New South Wales (NSW), programs include: the Aged Service 
Emergency Team (ASET) (Ngian, et al., 2008; Shanley, et al., 2009), the Older Persons’ 
Evaluation Review and Assessment (OPERA), Hospital to Home Programs (Victorian 
Government, 2010) and Geriatric Resources for Assessment and Care of Elders (GRACE) 
(Counsell, Callahan, Buttar, Clark & Frank, 2006). According to the Victorian 
Government, examples of other IHS programs include the Tasmanian eight week 
PREHAB program, The Clinical Pathways for Older Tasmanians to Psychogeriatric and 
Dementia Care program, established in 2004, also labelled Multidisciplinary Teams. The 
Northern Territory’s has the Rapid Admission and Planning Unit (RAPU) (Victorian 
Government, 2010). The Australian Capital Territory also developed the Rapid 
Assessment of Deteriorating Aged at Risk (RADAR) program (COA, 2010).  
 
Last, CCT continued to evolve in Victorian EDs (COA, 2010; Corbett, Lim, Davis, & 
Elkins, 2005); in SA as the SA Health Plus team in 2005 (MacAdam, 2008),  now the GP 
Plus Initiative, and Metro Home Link Plus (Victorian Government, 2010); and in Western 
Australian (WA) EDs (Arendts, et al., 2012).  All of these initiatives are in line with 
policies on chronic disease management, the national action plans for Care of Older 
Australians (COAG, 2011a; COAG, 2011b; NHPAC, 2006; NHHRC, 2009a), and 
comply with National Health Care Agreements (AIHW, 2010e), despite differing models 
of care. 
 
Most of the reporting on these initiatives has been in the Australian context. Three RCTs 
investigated the impact of a geriatric assessment intervention on admissions for older ED 
patients. Other factors measured were ED re-presentations and  nursing home admissions 
(Caplan, et al., 2004)  costs  (Mion, et al., 2003) and length of stay  (Basic & Conforti, 
2005). Patient outcomes included physical function (Barthel’s Index) (Basic & Conforti, 
2005; Caplan, et al., 2004), mortality, instrumental activities of daily living (IALDs) and 
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cognitive function (Caplan, et al., 2004). Differing outcome measures made comparisons 
difficult. 
 
Two papers reported on the same non-randomised prospective trials conducted in two 
WA public hospitals where the impact of an allied health CCT intervention in EDs was 
explored.  These papers reported on the impact of interventions on hospital admissions 
from the ED (Arendts, et al., 2012) and length of stay (Arendts, Fitzhardinge, Pronk, & 
Hutton, 2013b). There were also two pre post studies which explored the impacts of a risk 
screening and referral intervention in ED for older adults on readmissions. One QLD 
study  measured the impact of DART interventions on re-presentations and length of stay 
(Hegney, et al., 2006), while the Victorian study measured admissions and quality of life 
(Corbett, et al., 2005). Two RCTs investigated the impact of a targeted falls intervention 
program for older ED presentations in Australia and the UK. The interventions provided 
assessment, preventive education and referral to community services only for those with 
recurrent falls (Russell et al., 2010; Shaw, et al., 2003), which is only a sub-group of older 
sub-acute patients.   
                 
Non-experimental studies described the outcomes of discordant cases in one Sydney 
ASET program, highlighting the difference between ED clinicians and aged care trained 
teams in terms of assessment and identification of risk for admission (Ngian, et al., 2008). 
Another described the role of the nurse in the ASET program at another two Sydney 
hospitals (Shanley, et al., 2008). The third paper reporting on the same ASET program 
reiterated the role of the nurse with a brief description of reach or access (Shanley, et al., 
2009).  
 
Papers reporting on international innovations in ED include development and validation 
of risk assessment tools (McCusker, et al., 1998; 2001; 2003a) and the subsequent 
Canadian studies involving development and evaluation of an ED risk screening and 
referral program (McCusker, et al., 2003c; Warburton, et al., 2004). Another reported on 
the impact of an ED discharge co-ordinator on re-presentations (Guttman, et al., 2004). 
An Italian pre/ post study evaluated the impact of comprehensive geriatric evaluation and 
follow-up on diagnoses, medications and treatments. This study measured a variety of 
patient, clinical, physical, and psychosocial factors (Ballabio, et al., 2008). Other papers 
described UK initiatives in EDs. These included the Assessment Team for Older People 
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(ATOP) (Leah & Adams, 2010) and the Older Persons Outreach Support Teams 
(OPOST) (Clift, 2012). 
 
Additionally,  a number of unpublished IHS  reports were obtained from Queensland 
Health sites during the course of this research project which provided valuable insight 
into the models of care and organisational and clinical processes (Cartlidge-Gann, 2008; 
Fraser, 2005b; Fraser, 2010; Jenkins, 2008; Peterson, 2012b). As such this body of 
literature demonstrates that IHS has evolved despite being under researched. The results 
showed significant diversity in service models, no uniform definition of IHS and no 
consistency among settings in the aims, role, models of care, mode of access, target 
population or interventions, and mixed evidence of the benefits.  
The Aims of IHS in ED  
Despite policy-informed service provision, there was no one clear set of aims and 
objectives for IHS across settings. Common aims were to provide  risk assessment,  
identify those at risk of hospitalisation, to facilitate safe appropriate discharge, to provide 
appropriate referral to community support services for older people and to reduce health 
service, hospital or ED use (Fraser, 2005; Guttman, et al., 2004; Victorian Government, 
2003). Other aims included improved management of the elderly (Shanley, et al., 2009), 
and reduction of missed diagnoses (Ngian, et al., 2008). Further aims were to provide 
supported discharge through integrated continuity of care at home (Victorian 
Government, 2003),  improve transition across the acute community interface, and  
prevent and substitute acute care inclusive of patients and carers (Victorian Government, 
2008). Other aims included: to provide timely, accessible, individualised quality care 
(Leah & Adams, 2010), and  to facilitate exercise and fitness prior to orthopaedic surgery 
(Victorian Government, 2010). Other aims focussed on aspects of process by exploring 
the validity, reliability or usefulness of CGA (Ballabio, et al., 2008; McCusker, et al., 
1998; 1999; 2000a; 2001), or improved patient flow through ED by expediting access to 
services (Corbett, et al., 2005).  
 
Furthermore, unpublished QLD Health reports either had no documented aim or no one 
uniform aim across settings (Cartlidge-Gann, 2008; Fraser, 2005b; Fraser, 2010; Jenkins, 
2008; Peterson, 2012b; QLD Health, 2005a; 2009a; 2013b; 2013c). In addition to the 
common aims of risk assessment and referral to community services, other examples 
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included the improvement of  health management outcomes for clients, patient outcomes, 
discharge processes and patient flow in the ED and to facilitate transition back into the 
community (Fraser, 2005b; Cartlidge-Gann, 2008; Peterson, 2012b; QLD Health, 2009b). 
The diversity in aims or goals may reflect the diverse roles of IHS clinicians described in 
the same literature. Evaluating effectiveness of IHSs would be difficult because there are 
no clear aims. 
2.3.5 Models of IHS 
In the literature there were various models of IHS in ED, with differing access to 
members of multidisciplinary teams (MDT), hours of operations, funding, target 
populations, risk screening tools, roles of clinicians and case finding strategies. This 
suggests little has changed from an organisational perspective since CCT. Some programs 
were nurse led (Queensland Health, 2005a; Shanley, et al., 2008), while others were 
medically led (Ngian, et al., 2008) or led by geriatric trained staff (Arendts, et al., 2012; 
Arendts & Lowthian, 2013b; Basic & Conforti, 2005; Leah & Adams, 2010; Mion, et al., 
2003). The literature indicated that access to IHS is limited to business or extended 
business hours.  
Funding and Resources 
Little was published on funding and resources. Unpublished reports from QLD Health   
indicated that despite increasing trends in referral to and from Queensland’s IHS, there 
has been little increase in resources in ED. One facility reported that total new referrals to 
ED CHIP  more than doubled during 2006-8(n= 1005 to 2032) with a reduction during 
2009-10 to 1407 (Fraser, 2010), which is still 40% higher than in 2006. The total new 
referrals to hospital wide CHIP services also increased during 2006-9 from 1844 to 5356 
and then decreased gradually during 2009-10 to 4719. There was still an overall increase 
in total CHIP patients (new referrals and occasions of service) from 2135 in the first year 
of service to 10122 in 2010 (Fraser, 2010). At another centre, new referrals to ED CHIP 
also increased by 146% during 2007-8, (Jenkins, 2008)  and by 22% during 2011-12 , 
with a decrease in ED referrals by 3% at another large private hospital during the same 
time frame (Peterson, 2012b). During 2011 and 2012, total referrals increased by 17% 
within the hospital (Peterson, 2012b). According to the Nursing Director Post- Acute and 
Palliative Care and the Director of Nursing Hospital Avoidance, reports had not been 
developed for the 2013-14 period at the time of writing this review (DON, N. Janke, 
Personal Communication, 11/02/14). 
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IHS resources in QLD EDs have remained relatively unchanged while other settings have 
expanded. Between 2000 and 2003, funding had doubled  for The Hospital Admission 
Risk Program in Victoria for CCT, in response to increasing demands to cover wages, 
brokerage and other resources (Corbett, et al., 2005) and its funding continues to increase 
(Victorian Department of Health, 2011). The growing trend in referrals in QLD is 
alarming, as a 2005 report of  a two month CHIP trial indicated the program was under-
resourced and unsustainable, with one RN in the ED (Fraser, 2005b) and staffing in the 
ED was essentially unchanged  a decade on (DON, PAC& Hospital Avoidance, N. Janke, 
personal communication, 11/02/14) with continuing calls for extension to services to meet 
growing needs in 2010 (Fraser, 2010). In 2007-8, inadequate funding was reported with 
$10,000 allocated for CHIP hospital wide, for service brokerage to facilitate early 
discharge. There were significant delays in accessing community services for eligible 
patients (Jenkins, 2008). Possible reasons for inadequate funding could be that yearly 
budgets or fluctuating funding has been provided from differing sources on a yearly basis, 
thereby limiting availability or uptake of  services (Fraser, 2010; Jenkins, 2008) . 
Alternatively, users paid costs for ongoing care and support, but pensioners found these 
unaffordable (Cartlidge-Gann, 2008). Others have reported that while funding CCT 
through brokerage does not limit CCT for case managing, co-ordinating services or 
providing cases with direct links to services, it does not guarantee service availability 
(Corbett, et al., 2005). This suggests that equitable access to appropriate continuity of 
care is yet to be achieved. 
 
Exact funding intentions for IHS are unclear in the Queensland Government’s priorities 
for 2014-15. Rather, there is a broad statement on increased funding for hospital 
avoidance strategies inclusive of HITH in nursing homes, transition care and sub-acute 
services–for example, rehabilitation and palliative care (QLD Health, 2013g). This could 
reflect a higher agenda of health promotion and prevention of the need for care 
coordination as demonstrated by Victoria’s HARP pyramid Framework (Victorian 
Department of Health, 2011). However, while the Australian Government is increasing 
funding for transition care, rehabilitation  and the acute aged care interface, the CCT, 
ASET, HARP, Metro Home link and CHIP are all funded initiatives by the States (COA, 
2010). Currently in QLD, The Metro South Health @ Home, Pathways to Home Steering 
Committee is undertaking a review and redesign of QLD Health to create a more 
integrated patient-centred service which expedites discharge through improved access to 
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services (Duggan, Taranec & Peterson, 2014). As the redesign is in its infancy it is too 
soon to critique. Funding aged care, whether acute, chronic or palliative, will become a 
major priority for health services and government as they face the inevitable change in 
demographic trends with the ageing population.  
Role of IHS Clinicians  
There is no agreed description of IHS clinicians’ role. What is clear, is that in addition to  
risk assessment and liaising with community service providers, IHS clinicians have many 
competing roles (Arendts, et al., 2012; Fraser, 2010; Jenkins, 2008; Peterson, 2012b; 
QLD Health, 2005a; Victorian Government, 2008), which is consistent with findings 
from international studies (Clift, 2012; McCusker, et al., 2003a). Examples of other roles 
include ensuring accessibility to ED staff for support; empowering people to make 
informed decisions about their care needs (Clift, 2012); and screening for elder abuse 
(Leah & Adams, 2010; Shanley, et al., 2009). Examples of other non-clinical roles   
include participation in a number of professional and non-government body meetings, 
committees, clubs, working groups and forums (Fraser, 2010). 
 
These competing roles may inhibit IHS clinicians from providing equitable services to all 
eligible clients, as CGA and co-ordination of care are time consuming, as demonstrated  
by the number of patients that can be feasibly processed per staff member per month 
(Clift, 2012; Fraser, 2005b; Fraser, 2010; Peterson, 2012b; Shanley, et al., 2009).  
Thorough assessment and referral can take between 30 minutes and  three hours, 
depending on patients’ complexity (Hegney, et al., 2006; Jenkins, 2008; Shanley, et al., 
2009), as can finding suitable community service providers (Corbett, et al., 2005 ). As 
competing roles for IHS clinicians would limit patient access to risk screening through 
IHS in ED, this highlights the importance of understanding the characteristics of older ED 
presentations to identify those that may need ongoing support on discharge from ED. 
Case finding 
Research indicated that methods of access to IHS varied. In Queensland, cases were 
commonly referred directly from ED staff.  Nurse managers have confirmed that ED staff 
provide written referrals during or after hours, and IHS clinicians proactively case find 
during office hours from EDIS records retrospectively or from current ED patients (CHIP 
Nurse Managers, S. Fraser; L. Morgan; C.Peterson, Personal Commication 11/02/14;  
11/02/14) which was reported by others (Russell, et al, 2010).  Literature has shown a 
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variety of referral methods. These have included case finding from triage records, 
independently screening potential participants for eligibility as soon as practical after 
triage to contribute to management decisions by ED staff. Other referrals occurred after 
waiting for reassessment of those discharged by ED physicians to avoid influencing their 
process of care. Alternatively geriatricians’ assessed eligibility for CGA in an outpatient 
setting within 72 hours of ED discharge. Some patients receive referrals from community 
service providers or they self-referred (Arendts, et al., 2012; Ballabio, et al., 2008; Basic 
& Conforti, 2005; Caplan, et al., 2004; Corbett, et al., 2005; Guttman, et al., 2004; Ngian, 
et al., 2008 ). With no clear method of recruitment, it is possible that ED clinicians not 
specifically trained in geriatrics would experience difficulty identifying the target 
population for referral to IHS, which would inhibit access to appropriate continuity of 
care.  
Target Population  
The literature has shown that eligibility criteria for IHS’s target population, differs. For 
example cases were selected according to presenting complaints such as falls related 
injuries (Harper, et al., 2013; Ngian, et al., 2008; Russell, et al., 2010; Shanley, et al., 
2009; Shaw, et al., 2003), or types of chronic conditions such as cardiovascular 
conditions,  depression,  infections, muscular skeletal or neurological problems (Arendts, 
et al., 2012; Basic & Conforti, 2005; Leah & Adams, 2010). Others focussed on patient 
history of complex medical problems or complications of comorbidities such as falls, and 
poly-pharmacy (Shanley, et al., 2009; Leah & Adams, 2010; Ngian, et al., 2008). Some 
excluded those receiving renal dialysis, chemotherapy, palliative care or those with 
mental health problems on the basis that people with these conditions were likely to have 
been assessed and managed (Hegney, et al., 2006). However concerns are for those with 
undiagnosed risk factors or complex care needs. All patients with chronic problems 
would therefore need to be investigated to understand their needs. 
 
Selection criteria for IHS also focussed on the condition of the patient. Examples of 
criteria include  older ED patients with chronic conditions, co-morbidities, functional 
decline, disabilities, incontinence, malnutrition, difficulty with mobility or ADLs, frailty, 
or requiring discharge planning, post-acute care or HACC (Basic & Conforti, 2005; 
Cartlidge-Gann, 2008; Corbett, et al., 2005 ;  Clift, 2012; Jenkins, 2008; Leah & Adams, 
2010; Moss, et al., 2002; Ngian, et al., 2008; Peterson, 2012b; QLD Health, 2009a; 
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Russell, et al., 2010; Salvi, et al., 2008; Shanley, et al., 2009). Psychosocial factors were 
also targeted in selection criteria. Examples included complex  social needs, 
psychological or social disabilities, social problems, living alone, drug or alcohol 
problems, or those with incomes 200% below  poverty level (Counsell, et al., 2007; Moss, 
et al., 2002; Shanley, et al., 2009). Health service use also influenced eligibility for IHS 
assessment: for example, ED re-presentation; previous unplanned admissions (Ngian, et 
al., 2008) or anyone referred by the multidisciplinary team (Fraser, 2010). An 
understanding of the characteristics of sub-acute patient is needed so that clinicians can 
identify at risk patients for referral, comprehensive assessment and discharge planning. 
 
Research indicated that the ages of IHS target populations in ED also varied. Ages ranged 
from those aged over 55 to 75 years (Bird, et al., 2007; Fry, Ekholm, & Farrington, 1996). 
Similarly, application of  Queensland’s IHS guiding policy that  targets those aged  over 
65 years, or aged over 45 years if  from an Indigenous background (QLD Health, 2005a), 
is inconsistent across unpublished annual reports. IHSs targeted people aged from 65 to 
70 years and from 45 to 50 years for Indigenous people (Hegney, et al., 2006; Jenkins, 
2008; Peterson, 2012b). However  revisions to IHS policy documents in Queensland since 
this current doctoral study was undertaken  indicate that anyone with complex needs, 
irrespective of age, is eligible for risk screening and co-ordinated care as necessary (QLD 
Health, 2013c; 2014a). The overall commonalities across the literature were that older ED 
patients with disabilities associated with complex chronic problems are eligible for 
accessing IHS. Having no clear process for case finding, and diversity in eligibility 
criteria, could be confusing for ED and IHS clinicians alike. How diversity in eligibility 
criteria impacts on equitable access to support provided through risk screening, remains 
unknown.  
Risk Screening Tools (RST) 
Research demonstrated that a wide variety of validated and non-validated tools were 
being used by IHS clinicians to risk screen their clientele. Some refer to comprehensive 
assessment of patients, but the tools used were not discussed (Shanley, et al. 2009). 
Others assessed  functional mobility and cognitive status from IHS and ED files to 
compare differences (Ngian, et al., 2008) or identified risk according to previous 
admissions and diagnostic categories from health service data  (Harper, et al., 2013). 
However, ED assessment or documentation may not always be complete (Chung, 2005; 
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Dunnion & Griffin, 2010;  Richardson, Casey, & Hider, 2007), suggesting use of ED files 
may not be a reliable risk screening process. Diversity in tools therefore made 
comparisons difficult. 
 
A number of studies and programs used validated assessment tools. Examples include 
Barthel Index of ADLs, or modified Barthels;  a modified instrumental ADL (IADL) 
index; Lawton IADL; Mental Status Questionnaire (MSQ); Folstein Mini Mental State 
Examination (MMSE);Geriatric Depression Scale(GDS); Social Support Instrument 
(SSI); Waterlow Pressure Risk assessment Scale; Falls Risk for Older People in the 
Community (FROPCom); Modified Falls Efficacy Scale; body mass index (Basic & 
Conforti, 2005; Caplan, et al., 2004; Russell, et al., 2010) and many more. Others adapted 
pre-existing tools or developed their own risk screening tools (RST). Examples include: a 
Screening Tool for Elderly Patients (STEPS), which was not validated but adapted from 
another hospital’s Before Home Screening Tool,  an adaptation of McCusker’s (2001) 
Identification of Seniors at Risk (ISAR) tool (Hegney, et al., 2006). Others did not report 
the RST used, but rather described the types of comprehensive allied health assessments 
used as involving comprehensive pressure ulcer, pain, communication, mental health, 
functional ability, nutrition and cognition assessments, and barriers to discharge (Arendts, 
et al., 2012; Arendts, et al., 2013b; Clift, 2012; Leah & Adams, 2010). In the context of 
IHS having no uniform systematic approach to identification of eligible patients or risk 
assessment, it is unclear if all older patients receive the same equitable service, and how 
effective IHS is in terms of patient or service provider outcomes. 
2.3.6 Effectiveness of IHS in ED 
There was mixed evidence of the benefits of IHS in ED on patient or health service 
outcomes. There is evidence that use of RST and referral interventions improve patient 
outcomes. The ISAR risk screening tool has reliably identified risk of frailty, functional 
decline and re-presentation to ED (McCusker, et al., 2000a; 2001; Salvi et al., 2012). 
There was also some agreement that risk screening identified other missed needs; 
unresolved problems and  diagnoses missed by ED staff (Ballabio, et al., 2008; Caplan, et 
al., 2004; McCusker, et al., 2003a; Ngian, et al., 2008); and those at risk of admission 
(OR= 14.0; 95% CI= 2.6 to 75.1) (Basic & Conforti, 2005). As many as 20% to 60% of 
those risk screened had identifiable risks for hospitalisation and more than one 
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unidentified issue at home (Caplan, et al., 2004; McCusker, et al., 2001; 2003a). As many 
as 63% had missed diagnoses (Ngian, et al., 2008).  
 
A study  comparing the predictive value of  the ISAR to the Flemish Triage Risk 
Screening Tool and the Variable Indicative of Placement Risk tool found moderate to low 
sensitivity and low predictive ability for unexpected re-admissions (Braes et al., 2010).  
However, the Braes (2010) study excluded people discharged from ED, which means it  
could have missed those who re-present to ED with multiple comorbidities, high resource 
use and unidentified or unresolved problems (CIHI, 2013; Clift, 2012). As recipients of 
IHS service were more likely to have identified unmet needs with risk assessment by IHS, 
older people with co-morbidities may need risk screening most.  
 
Risk screening and referral interventions improve patients’ physical and mental functions 
(Caplan, et al., 2004; McCusker, et al., 2001). For example, an RCT that investigated 
CGA and MDT interventions for older ED patients aged over 75 years (n = 739), 
identified improved  physical and mental function (p < 0.001), from baseline indicated by 
increased Barthel’s Index at 6 months (0.25 vs 0.75), and  MSQ at 12 months (0.21 vs  
0.64) (Caplan, et al., 2004).  This is consistent with two other studies. An RCT(n=388) 
which investigated the impact of a MDT risk assessment and referral intervention for 
those ED presentations aged over 65 years, demonstrated  a reduced rate of functional 
decline at 4 months (adjusted OR = 0.53, 95% CI = 0.31 to 0.91) (McCusker, et al., 
2001). A pre post-test study over three months that investigated a CGA and follow-up 
intervention implemented in ED presentations aged over 75 years (n = 222), found a 
significant improvement in quality of life, nutrition, depression and carer distress scores 
(p < 0.001) (Ballabio, et al., 2008). Findings could be related to increased likelihood of 
having documented referrals to community services (OR= 4.0, 95% CI= 1.7 to 9.5), of 
being referred to their GP (OR=1.9, 95% CI, 1.0 to 3.4), and of utilising home service 
(OR= 2.3, 95% CI= 1.1 to 5.1), but on its own risk screening does not prevent re-
admission (McCusker, et al., 2003a). Risk screening therefore appears useful in designing 
care to reduce re-hospitalisation. 
 
Conversely, studies reported that risk assessment and referral interventions made no 
difference to some patient or carer outcomes. Caplan’s (2004) study demonstrated that 
mental function declined in both intervention and control groups by 18 months (p < 
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0.001)(Caplan, et al., 2004).  McCusker’s (2001) study reported no effect of risk 
assessment on carer depressive symptoms (OR=  -2.16, 95% CI=  -5.88 to 1.55), or 
satisfaction with care (OR= 0.71, 95% CI= - 0.55 to 1.97)(McCusker, et al., 2001). An 
RCT conducted over 1 year investigating the impact of an RN led risk assessment and 
referral service (n=224), identified no significant impact on functional ability during 
hospitalizations between groups (OR, 1.3; CI, 0.5-3.3) (Basic & Conforti, 2005). Authors 
concluded poor compliance with IHS clinicians’ advice by inpatient teams may have 
contributed to findings, as there were no differences between groups in referrals to 
community services.  
 
There is insufficient evidence that targeted falls risk assessment and intervention in ED 
reduced falls. For example Shaw, et al., (2003) reported no significant differences 
between groups in time to first fall (p = 0.46), number of falls (mean difference  -0.02, (-
0.32 to 0.09), injury (RR=1.32, 95% CI= 0.87 to 2.00) or in mortality rates (RR= 1.03, 
95% CI= 0.65 to 1.64) (Shaw, et al., 2003). This is consistent with Russell, et al (2010), 
who investigated a similar falls risk assessment and referral intervention on 350 ED 
patients aged over 6o years. Findings indicted that the intervention made no significant 
difference between groups in number of falls (RR=1.11, 95% CI= 0.95to1.31) or number 
of injury related falls (RR=1.06, 95% CI=0.86 to1.29). These findings suggest a need to 
explore more comprehensive risk assessment where older people have multiple 
comorbidities. 
 
Possible reasons for the differences in findings may reflect age-related issues due to 
slightly older cohorts. For example, both Basic and Conforti’s (2005) (elderly, mean age 
78.7 +/- 6.4 years) and Caplan, et al.’s, (2004) sample were older (>75 years). 
Alternatively, differences in length of follow-up from short term (McCusker, et al., 2001; 
Ballabio, et al., 2008) to one year (Basic & Conforti, 2005; Caplan, et al., 2004) could 
reflect change in health status over time, suggesting a need for more frequent assessment. 
Studies also used different tools to measure outcomes, making it difficult to determine 
which interventions work best.  
 
There was also mixed evidence of the benefits of risk assessment and referral 
interventions in health service use. Caplan, et al., (2004) reported a small, non-significant 
increase in health service use. Compared to controls, those in the intervention group made 
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more GP visits (71.5% v 75.9%, p = 0.155) and ED visits (13.3% v 15.7%, p = 0.349) 
(Caplan, et al., 2004).  These authors concluded that older people develop complications 
that require medical attention that risk screening can identify. Others reported no 
difference between cases and controls in referrals to geriatricians (29: 31, p = 0.20) (Basic 
& Conforti, 2005). In Basic and Conforti’s (2005) study, cases and controls were 
identified in the same department that provided the IHS. It is also possible that ED staff 
were more aware of elder needs, even if they were not referred to IHS.  Although cases 
were more likely to re-present to ED (OR= 1.6, 95% CI= 1.0 to 2.6) (McCusker, et al., 
2003a), authors concluded this may have resulted from poor access to GPs.  Referral to a 
falls program also resulted in a non-significant 22% reduction in both re-presentations 
and re-admissions (OR 0.78, p > 0 .5 for both, each year for five years) (Harper, et al., 
2013).  Referrals from IHS that meet complex needs may therefore, reduce overall health 
service use. 
 
Others found risk screening and referral interventions reduced hospitalisation. Findings 
from a pre-post study investigating the impact of a nurse-led risk screening and referral 
intervention (n =2139) for ED presentations aged over 70 years indicated an overall 
significant reduction in ED re-presentations by 16%, that is from 21% to 5% over the 1 
year study period  (X² = 15.59, p < 0.001) (Hegney, et al., 2006). It was concluded that 
decreased LOS and re-presentations resulted from increased referrals to appropriate 
support (Hegney, et al., 2006). Although no referral data were provided to support the 
conclusion, it was logical that referrals could facilitate discharge. However, the authors 
noted a decreasing trend in LOS prior to the intervention, which means other factors, may 
have influenced LOS.  
 
Differences noted could also relate to differing target populations. Hegney, et al. (2006) 
targeted all older people with complex care needs. In the Harper, et al. (2013) study, falls 
were targeted. Harper also reported that 13% of those referred to CCT were not actually 
seen by CCT. Those more likely to be seen were older (OR= 1.07 per year increase in 
age), female (OR, 1.63), arriving by ambulance (OR= 1.97, 95% CI = 1.49 –2.61), or 
were transferred from a nursing home (OR=1.56, 95% CI = 1.10 –2.21) and few with 
lower SES than higher SES, accessed CCT(poorest n=122; wealthiest, n = 726) (OR, 0.85 
for each quartile change) (Harper, et al., 2013). These papers suggest that by narrowing 
recruitment to those with falls, the CCT team’s focus may miss other complex patients 
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and that services under pressure may have to prioritise, and less urgent patients may not 
access IHS. Two papers reported on access to IHS; both demonstrated poor reach, as only 
15% of ED presentations were seen by IHS clinicians (Shanley, et al., 2008; Ngian, et al., 
2008).  Except for the CCT falls risk program (Harper, et al., 2013) there was scant 
research exploring patterns of IHS use. 
 
There was evidence that risk screening and referral interventions reduced admissions        
(Caplan, et al., 2004; McCusker, et al., 2003a) and re-admissions (Ballabio, et al., 2008;  
Caplan, et al., 2004; Hegney, et al., 2006).  Caplan et al.’s (2004) findings indicted that 
compared to controls, cases, had fewer re-admissions at 3 months (p = 0.048), and 18 
months (p = 0.007). Others found a significant reduction in re-admissions post 
intervention from 20% to 11% (p = 0.014)  (Ballabio, et al., 2008). Although Hegney’s 
(2006) study reported a high admission rate (51%), there was a small decrease in re-
admissions of 6% (p < 0.05) and LOS (from 6.17 to 5.37 days/pp) post intervention 
(Hegney, et al., 2006). However, Hegney et al.’s (2006) study lacked a control group and 
the authors concluded other unknown or seasonal factors could have contributed to the 
reduction in re-admissions. Reduced hospitalisation may result from IHS RNs being 14 
times more likely to identify risk of admission in cases than controls (OR= 14.0; 95% CI 
= 2.6 to 75.1) and may avert as many as 65 admissions from the ED  per week (Clift, 
2012).   
 
 Two papers found risk screening and referral intervention had no significant effect on 
admission to the hospital (OR= 0.7; 95% CI= 0.3 to 1.7), LOS (hazard ratio, 1.1; CI, 0.7-
1.5) (Basic & Conforti, 2005) or nursing home admissions (p = 0.765) (Caplan, et al., 
2004). A possible reason for the difference in findings may be the sample size of Basic 
and Conforti’s (2005) study (n=224), as wide confidence intervals could suggest the 
sample was insufficient for results to be reliable (Wild & Seber, 2000). Additionally, ED 
staff referred patients to the IHS in Basic and Conforti’s (2005)  study, whereas other 
studies all had dedicated specialist staff recruiting participants (Ballabio, et al, 2008; 
Caplan, et al., 2004; Hegney, et al., 2006) that could reduce equitable recruitment and 
make analysis difficult. It is important to understand the older sub-acute population’s 
pattern of IHS and health service use, and accessibility issues to inform IHS development, 
as unpublished literature demonstrated increasing trends in IHS demands in ED, with no 
increase in staffing for IHS since its implementation in Queensland. Additionally findings 
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of mixed evidence of the benefits of IHS would suggest further research is a priority to 
inform development of appropriate service provision for older ED presentations. 
 
Findings from the review of literature related to IHS and its clientele raised the following 
questions:  
 What are the characteristics of the older sub-acute population and their pattern of 
Interface Health Service use in Southeast Queensland Public Hospitals?  
 Is QLD’s IHS efficiently reaching and servicing its target population?    
 What are the issues for older sub-acute patients when they experience health service 
in Queensland EDs? 
2.4 Patient Experiences with Health Service in EDs 
2.4.1 Introduction  
As findings from the review have identified no clearly defined older sub-acute 
population, varied models of IHS with possible inadequate reach and unclear benefits, it 
is important to identify what factors may influence need for or co-ordination of discharge 
care in ED. Understanding these factors from patients’ perspectives is important where 
expectations are for patient involvement, patient centred goals, optimising self- 
management to maintain quality of life, hospital avoidance,  respecting individual 
choices, and  informed consent (AIHW, 2009d; NHPAC, 2006). The following review, 
therefore, seeks to explore older ED patients’ perspectives or satisfaction with their ED 
experience to highlight important issues that may influence service provision from their 
perspective. It is important to understand what the issues are and how these issues 
influence their outcomes to inform further development of IHS. 
 
A body of research was identified which explored staff, carer and patient perceptions or 
satisfaction with discrete aspects of service provision or quality of care in EDs. However 
no research was identified that explored satisfaction with IHS in EDs.  Most research  
reports on satisfaction surveys in adults aged over 18 years (Baalbaki, Ahmed, Pashtenko, 
& Makarem, 2008; Boudreaux, Ary, Mandry, & McCabe, 2000; Boudreaux, Friedman, 
Chansky, & Baumann, 2004; Carrasquillo, Orav, Brennan, & Burstin, 1999; Ekwall, 
Gerdtz, & Manias, 2008; Guarisco & Bavin, 2008; Hansagi, Carlsson, & Brisma, 1992; 
Hostutler, Taft, & Snyder, 1999; Mack, File, Horwitz, & Prince, 1995; Muntlin, 
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Gunningberg, & Carlsson, 2008; Oluwadiya, Olatoke, Ariba, Omotosho, & Olakulehin, 
2010; Rowe et al., 2006; Sun et al., 2000). Additionally, other studies investigated adults’ 
experiences with waiting in ED for admissions (Coughlan & Corry, 2007; Wellstood, 
Wilson, & Eyles, 2005), nurse caring behaviours (Baldursdottir & Jonsdottir, 2002; Watt, 
Wertzler, & Brannan, 2005), communication (Crane, 1997), and participation in ED care 
(Frank, Asp, & Dahlberg, 2009b). Others investigated predictors of compliance with 
discharge instructions (Watt, et al., 2005) and ED complaints (Taylor, Wolfe, & 
Cameron, 2002).  
 
The research suggests that most people (71% to 84%) were very satisfied with ED care 
(Carrasquillo, et al., 1999; Chan & Chau, 2005; Ekwall, et al., 2008; Hansagi, et al.1992; 
Watt, et al., 2005), but that does not mean they had a good experience. Some 
differentiated between age groups identifying that older patients were generally more 
satisfied than younger groups (p < 0.001) (Hansagi, et al., 1992) and that older patients 
over 65 reported higher quality of care (p=.05) (Muntlin, et al., 2008). Taylor (2002) 
identified that  more complaints were received for patients aged less than 1 year  or from 
older patients or their families and the risk of complaints increased with age (61-80 years, 
RR= 3.4 (95% CI, 2.9 to3.9); >80 years, RR= 9.2 (95% CI, 8.0 to10.5), p < 0.0001). The 
highest proportion of complaints related to inadequate treatment (n=1141, 33.4%), 
inadequate diagnosis or discharge arrangements and communication (n=1079, 31.6%), 
poor attitude or lack of care, and inadequate access to health care (n=895, 26.2%) (Taylor, 
et al., 2002). While patient perceptions were not different across groups in relation to 
medical technical competence, their characteristics impacted on satisfaction (Muntlin, et 
al., 2008), indicating that satisfaction and perceptions of care may not be linked as they 
are different issues.  
 
Research demonstrates that those with less urgent conditions were less satisfied with their 
ED process than higher acuity patients (p < 0.01) (Boudreaux, et al., 2000; Ekwall, et al., 
2008; Hansagi, et al., 1992; Muntlin, et al., 2008) and medical patients were less satisfied 
than surgical (Oluwadiya, et al., 2010). Satisfaction was also associated with nurses’ and 
doctors’ care (p < 0.01) (Baalbaki, et al.; Guarisco & Bavin, 2008)  and waiting times, 
delays or length of stay in ED (Boudreaux, et al., 2004; Coughlan & Corry, 2007; 
Guarisco & Bavin, 2008; Wellstood, et al., 2005). Waiting times may be important in 
determining satisfaction, because that factor explained 48% of the variance in satisfaction 
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with ED care (Guarisco & Bavin, 2008). While some patients wanted more contact with 
staff and to participate in their care (Frank, et al., 2009b), others reported that staff did not 
always meet their expectations in terms of delays to triage or care and communication. 
Nonetheless, patients were very satisfied with the quality of care (Watt, et al., 2005). 
Overall, and despite high satisfaction among all adults, older, less urgent, medical patients 
may tolerate less than ideal care. Therefore it would be important to identify how older 
sub-acute patients experience their ED care to identify factors that may influence IHS use. 
 
 Few studies focussed specifically on exploring older patients’ experiences in EDs. There 
were seven qualitative papers (Larsson Kihlgren, Nilsson, Skovdahl, Palmblad, & Wimo, 
2004; Nikki, Lepistö, & Paavilainen, 2012; Nydén, Petersson, & Nyström, 2003;Nyström, 
Dahlberg, & Carlson, 2003a; Nyström, Nyden, & Petersson, 2003b; Olofsson, Carlström, 
& Bäck-Pettersson, 2012; Sheppard, et al., 2010a ), three mixed methods (Considine, et 
al., 2010; Garrett, Dickson, Young, & Whelan, 2008; Richardson, et al., 2007) and three 
systematic reviews (Bridges, et al., 2005; Grief, 2003). Most of these studies were 
conducted in Sweden (5) and Australia (3), with one study from each of New Zealand and 
Finland. This literature explored non urgent older patient experiences in ED and 
perceptions of nursing care ( Nyström, et al., 2003a;Nyström, et al., 2003b), basic needs 
in ED (Nydén, et al., 2003), and experiences of waiting in ED (Larsson Kihlgren, et al., 
2004). Others explored being admitted through ED (Olofsson, et al., 2012;Richardson, et 
al., 2007) and family members’ experiences (Nikki, et al., 2012). The three Australian 
studies explored access to ED, transport and triage processes (Considine, et al., 2010), 
satisfaction with physiotherapists’ care in ED (Sheppard, et al., 2010a) and  the 
perceptions of negative hospital or ED experiences in patients with language other than 
English (LOTE) (Garrett, et al., 2008).   
 
Last, Grief’s (2003) systematic review of patients’ ED experiences and patterns of ED use 
identified that much of the earlier research was interpreted from chart reviews, with few 
from phone surveys (Grief, 2003). Additionally, Bridges’ (2005) systematic review 
summarised findings from 70 papers (1998-2004), updating a previous review of studies 
from 1980-1998 where the focus remained as in the first study on the needs of older 
people attending ED to inform UK policy. Literature included nine policies from the UK 
government and professional organisations within the UK, and eight UK based studies 
(Bridges, et al., 2005). As the methods used and aspects of the processes of ED care 
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explored in this literature all differed, a descriptive report follows. Common themes were 
identified in the patient perceived issues within their ED process of care. These included: 
access, interpersonal skills and therapeutic relationships, information and communication, 
process and timeliness of care and satisfaction with care. 
2.4.2 Older Patient Perspectives of ED Care 
While studies reported the findings from interviews with older ED patients (n = from 7 to 
82), demographics were reported in only three papers (Considine, et al., 2010; Garrett, et 
al., 2008; Richardson, et al., 2007). These three papers indicated the mean age ranged 
from 74 to 77.1 years.  There was some agreement that a higher proportion (59% to 72%) 
were urgent to emergent on arrival (ATS 1, 2 and 3) and half were discharged home 
(Considine, et al., 2010;  Richardson, et al., 2007). Overall these findings are consistent 
with conclusions from Grief’s (2003) systematic review where older patients often 
present with more serious conditions. Additionally, of those LOTE patients, 80% spoke 
little or no English, 69% attended ED as outpatients, and there were more positive than 
negative comments about their ED care, with most negative comments occurring among 
Arabic and Vietnamese patients (Garrett, et al., 2008). While the issues raised provide 
valuable insight into the personal ED experiences of those interviewed, these issues may 
not be generalisable.  
Accessibility 
Two studies addressed older patient perspectives of accessing ED. Considine’s (2010) 
study found that pre-hospital, there was a reluctance to call an ambulance even where 
urgent care was necessary. Older people feared burdening ambulances, EDs or wasting 
resources. They consulted doctors and family or ambulance personnel first to ensure the 
legitimacy of the problems, and many drove themselves to hospital (Considine, et al., 
2010). One study described the triage experience of older people with chronic conditions 
as a positive experience where attentive and interested staff listened and encouraged 
discussion of problems and were considerate of individual needs. This resulted in high 
expectations for and confidence in subsequent care (Olofsson, et al., 2012). Where family 
phoned prior to verify admission to ED and were involved on arrival, they were more 
satisfied with care (Nikki, et al., 2012). Yet, long delays waiting to be seen after arrival 
were frustrating and confusing (Considine, et al., 2010; Garrett, et al., 2008), and hence 
these papers suggest that more could be done to assist older patients understand the 
process following triage.  
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Interpersonal Skills and Therapeutic Relationships Influence the ED Experience 
All studies indicated that patients’ perceptions of their relationships in ED were 
influenced by a number of staff attitudinal or behavioural factors. Older patients felt 
disempowered in their relationships with ED care providers. Despite feeling fearful, 
patients were prepared to trust in the nurses’ decisions. Furthermore, patients joked with 
staff and were reluctant to complain in order to preserve their dignity, avoid conflict and 
to maintain relationships (Garrett, et al., 2008; Nydén, et al., 2003; Nyström, et al., 2003a; 
2003b;  Richardson, et al., 2007).   
 
Similarly, two further studies revealed that patients or relatives felt dissatisfied and 
disempowered when ignored or avoided (Garrett, et al., 2008; Nikki, et al., 2012). Other 
negative influences on therapeutic relationships were ED staff attitudes and behaviours. 
These included inattentive and indifferent staff that judged, failed to listen or 
communicate, and excluded patients from participating in care (Olofsson, et al., 2012). 
Overall these studies indicated that poor therapeutic relationships in ED resulted in 
patients and families feeling frustrated, confused, and alone with unmet needs.  
 
Conversely, two studies found that positive staff attitudes built respect and influenced 
therapeutic relationships.  Patients appreciated courteous and respectful staff, which 
fostered mutual respect. These attributes were found to influence patients’ confidence in 
the physio’s skill, perceptions of the quality of treatment and satisfaction with 
physiotherapy (Sheppard, et al., 2010a).  Others found that sincere and caring triage staff 
built respect that resulted in patients feeling central in discussions and that they built trust,  
influencing both patient responses and therapeutic relationships (Olofsson, et al., 2012). 
While these studies indicate that patient-provider interactions can influence 
communication of information, it is unclear whether the adequacy of therapeutic 
relationships influenced access to IHS. 
Information and Communication  
 Research suggests that from triage to discharge, patients or their families required better 
two way communication of information. Patients left in the waiting room after triage 
indicated that it was difficult to make even their basic existential needs known, as no one 
reassessed them or their needs and they didn’t know who to ask for help (Larsson 
Kihlgren, et al., 2004). The result was concern for themselves and for the wellbeing of 
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other patients in the crowded ED environment (Considine, et al., 2010). Studies also 
found that once patients were in ED, there was the same need for basics of food, fluid and 
pain relief, but a higher concern was for communication of information (Garrett, et al., 
2008; Larsson Kihlgren, et al., 2004; Nyström, et al., 2003a). Patients relied heavily on 
family for companionship and to advocate for them and communicate with staff 
(Nyström, et al., 2003a;  2003b). For example, ED staff often  told  patients what will 
happen without any discussion (Richardson, et al., 2007) and performed procedures or 
administered drugs without explanation (Garrett, et al., 2008). There is a need therefore to 
explore strategies that improve both explanations to increase understanding, and that 
make patients’ expectations of their ED experience more realistic and there is a need for 
more frequent interactions to address concerns. 
 
Conversely, studies have found patients appreciate good communication and being 
informed. Where patients communicated their issues, they felt accepted and their needs 
were understood (Nydén, et al., 2003). Despite being sick, older people have expressed 
their needs to: maintain their integrity by being informed;   understand what is happening 
and not feel like an object (Nyström, et al., 2003b) and understand their diagnosis so as to 
reduce fear (Garrett, et al., 2008). Patients  also appreciated reassurance and positive 
feedback, as these attributes were found to influence patients’ confidence in the physio’s 
skill, perceptions of the quality of treatment, and satisfaction with physiotherapy 
(Sheppard, et al., 2010a). As such, it remains unknown if communication of information 
influences access to IHS risk screening and referral to support services, as effective 
communication would be very important in the provision of appropriate safe care. 
The Process and Timeliness of Care 
Feeling safe in ED was important for patients, as safety underpinned much dialogue from 
patients and researchers reporting patients’ perspectives. Studies found mixed evidence 
that patients felt safe in the ED. Two studies found the triage experience to be polar. 
Where patients experienced expedient and efficient triage processes, this fostered a sense 
of security and satisfaction with the service (Considine, et al., 2010; Olofsson, et al., 
2012). Conversely, in Considine’s (2010) study, delays at triage generated a sense of 
confusion and fear of safety for others.  
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Studies agreed that delays to care were commonly experienced during their process of 
care in ED (Garrett, et al., 2008; Larsson Kihlgren, et al., 2004; Nikki, et al., 2012; 
Nydén, et al., 2003;  Richardson, et al., 2007). Delayed care left patients feeling 
unsupported, excluded, dissatisfied and distrusting of the stressful environment and 
contributed to their sense of safety. Consequently, patients did not question staff or 
complain, but relinquished control (Garrett, et al., 2008; Larsson Kihlgren, et al., 2004; 
Nikki, et al., 2012; Nydén, et al., 2003; Nyström, et al., 2003a; 2003b; Olofsson, et al., 
2012; Richardson, et al., 2007). However, trust may not be a good indicator for safe care 
as those tolerating long delays also complained of unmet needs and a sense of insecurity 
(Garrett, et al., 2008; Nydén, et al., 2003; Nyström, et al., 2003a;  Nyström, et al., 2003b; 
Richardson, et al., 2007). The literature suggested that delays to care influenced 
satisfaction with care. 
 
There was agreement that the busy ED environment and workloads often fragmented 
care. Although older patients valued holistic nursing care and understood the need for 
prioritisation, they felt concerned with inadequate contact, ineffective interactions and the 
discomfort experienced during delays (Considine, et al., 2010; Garrett, et al., 2008; 
Larsson Kihlgren, et al., 2004; Nikki, et al., 2012; Nydén, et al., 2003; Nyström, et al., 
2003a; Nyström, et al., 2003b;  Richardson, et al., 2007). This literature raised concerns 
for delays in those with chronic care needs; for example, for diabetics in need of timely 
medicine or diet. Despite this literature suggesting patient safety may be compromised by 
delayed care, patients still indicated their trust in the ED environment.  
 
Satisfaction with Care 
Overall, the literature provided mixed messages from ED patients. While the quantitative 
findings indicated that ED patients were quite satisfied with ED care irrespective of age, 
the qualitative research suggests that for older ED patients satisfaction was associated 
with interpersonal relationships, the adequacy of contact with staff and communication of 
information, and having basic needs met (Garrett, et al., 2008; Nydén, et al., 2003; 
Nyström, et al., 2003a; Nyström, et al., 2003b; Olofsson, et al., 2012) and distrust (Nikki, 
et al., 2012).  Findings from this literature are consistent with a systematic review which 
concluded that the elderly were mostly satisfied with their ED care, but more likely to be 
inaccurately diagnosed (Grief, 2003). Subsequently, patients’ perspectives of the barriers 
to referral to IHS and assessment of discharge risks and needs were not specifically 
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explored. As the effectiveness of co-ordinated care on discharge with CCT remains 
unclear, it would be important to understand what older people perceive as priorities for 
health and health care in the community, to inform optimal co-ordination of community 
support.  
2.4.3 Older Users of Community Services; Their Perspectives and Outcomes 
Studies which explored patient or carer perspectives of care and care needs in the 
community setting were diverse in research areas and methods used. There were four 
Australian studies. Bigby’s (2005) study surveyed community programs mostly funded 
by HACC to explore accessibility for older people with lifelong disabilities. Two studies 
explored community aged care packages (CACPs) recipients’ perspectives on different 
aspects of care. One used surveys with closed and open ended questions to explore 
accessibility and flexibility of CACPs and satisfaction with services (n=80) (Thomas, 
Woodhouse, Rees-Mackenzie, & Jeon, 2007). The second longitudinal study followed a 
cohort (aged over18 years with chronic conditions) and surveyed at intervals to measure 
patient and carer changes in health status, physical and mental function as well as social 
and community interaction and carer strain over 12 months (n = 334) (Roberts, et al., 
2008). The fourth study surveyed patients (aged over 55 years) to investigate perceptions 
of self-efficacy in self-management, self-care behaviours in chronic illness over time 
(Gallagher, Donoghue, Chenoweth, & Stein-Padbury, 2008).  
 
Other studies surveyed carer or patient satisfaction with quality of informal support and 
activity restriction at home (Simon, Kumar, & Kendrick, 2008) or post rehabilitation 
(Tooth et al., 2003 2004). Households were also surveyed to identify age related priorities 
for further research (Byles, Parkinson, Nair, Watson, & Valentine, 2007). A cross 
sectional study accessed data from a larger study to explore patients’ perceptions of 
accessibility to GPs and co-ordination of care and the relationships between these 
findings and the characteristics of general practices across Europe (Wensing, Hermsen, 
Grol, & Szecsenyi, 2008). Patient perspectives were mostly measured with surveys also 
using a variety of validated and non-validated tools. As such, the focus was more on 
different outcome factors than on patients’ perspectives of their care. 
Few studies interviewed participants. One explored perceptions of patients (aged under 65 
years) and carers (aged over 65 years) to identify issues influencing access to mental 
health respite care (n =21) (Jeon, Chenoweth, & McIntosh, 2007). Another described how 
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older patients(n =72) and carers (n=52), aged 52 to 99 years, perceived community case 
management delivery in UK Primary Care Trusts (Sargent, Pickard, Sheaff, & Boaden, 
2007). The requirements for access to, or re-engagement in social networks and support 
in those over 57 years were also explored (McLeod, Bywaters, Tanner, & Hirsch, 2008). 
Although studies investigated issues in differing community or patient contexts, it is clear 
in this literature that older people and their carers define their health and health care needs 
in terms extending beyond disease management alone. 
 
 Research suggests that quality of life (QOL) is important. Over and above symptom 
management, important priorities for older people included maintaining an active life 
with participation in social and family events, or maintaining social support (Byles, et al., 
2007; McLeod, et al., 2008; Roberts, et al., 2008). Good relationships was a strong 
indicator of satisfaction accounting for 17% of the variation in satisfaction with support 
(p= .004) (Simon, et al., 2008). Two papers agreed that as many as 70% of CACP 
recipients need support to access services for home care, shopping, bills, food and 
medical, allied health or social appointments (McLeod, et al., 2008; Thomas, et al., 2007). 
This research suggests that older ED presentations with complex care needs would benefit 
from access to appropriate support through IHS to maintain QOL.  
 
The adequacy of support services may also influence satisfaction. Two studies agreed that 
people at home were more satisfied with improved functional ability and independence 
(Tooth, et al., 2003; 2004). Post rehabilitation, older patients were 1.5 to 2.3 times more 
likely to be dissatisfied with rehospitalisation than those not hospitalised (OR= 1.54, 95% 
CI = 1.14 to 2.09, p = 0.005); (OR= 2.3, 95% CI= 1.7 to 3.2, p = 0.001) (Tooth, et al., 
2003; 2004). However, satisfaction may not be a good indicator of the quality of access to 
or adequacy of support. Two studies demonstrated that between 62% and 74% of older 
patients or carers were extremely satisfied with support services (Simon, et al., 2008; 
Thomas, et al., 2007). As support declined over time, it is noteworthy that the level of 
functional ability determined provision of services, accounting for 14.7% of the variance 
in provision of support (p = 0.006) and was the strongest factor determining length of 
time of support, accounting for 28.2% of variance (p = < 0.001)(Simon, et al., 2008). 
These findings suggest other factors than support may influence satisfaction. Authors 
suggest possible reasons may relate to early discharge, previous carer expertise and other 
competing roles (Simon, et al., 2008). Alternative explanations could be that people avoid 
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health service use either from fear of stigma, institutionalisation or previous poor 
experiences (Jeon, et al., 2007). As such, the literature suggests maintaining functional 
independence in the community plays a role in QOL for patients and carers alike. What is 
unknown is if patients are satisfied with access to support through IHS in ED. 
 
Older people or carers may have difficulty accessing appropriate community services or 
support. Studies indicate patient level barriers which inhibit access to services include 
diminishing function  and social support,  language barriers, avoidance related to fears, 
passive attitudes towards support, or fear of challenging GP expertise (Fisher, et al., 2006; 
Jeon, et al., 2007; Roberts, et al., 2008; Thomas, et al., 2007). Examples of organisational 
barriers include:  rigid eligibility criteria, inflexible service provision, rigid timetabling, 
unavailable services (for example gardening service), poor continuity of care (workforce 
retention, staff refusal to undertake tasks, inexperience), no ramps or transport, 
inadequate consideration of individual needs and inadequate funding to meet client needs 
(Bigby & Balandin, 2005; Essue et al., 2010 602; Jeon, et al., 2007; Thomas, et al., 2007). 
These factors have been implicated in the quality and availability of services (Thomas, et 
al., 2007). As discussed in Chapter One, few (15%) aged care programs have provided 
specific programs for those with disabilities, and half needed equity policy to cater for 
access and provide sufficient resources to be responsive to individual needs (Bigby & 
Balandin, 2005).  
 
Additional barriers to accessing support included uninformed carers with poor knowledge 
of respite services, their role or functions and poor collaboration with staff (Jeon, et al., 
2007). For those being cared for by HITH nurses, geographical distances, workloads and 
fragmented charts contributed to limited access to busy nurses, ineffective 
communication of information, poor clarification of medications or issues of concern 
(Gardner, Gardner, Morley, Ashley, & Watson, 2003d).  Research indicated that where 
access to services was problematic or support diminished for those with complex care 
needs, there was a need for increased levels of care (Essue, et al., 2010; Jeon, et al., 2007; 
Roberts, et al., 2008; Simon, et al., 2008; Thomas, et al., 2007). Furthermore, where 
health deteriorated, such as with increased prevalence of depression or dementia, social 
activity decreased (p = 0.02) and allied health services use increased (p < 0 .05) (Roberts, 
et al., 2008). As such the adequacy of support would be important for carers to cope, and 
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in the maintenance of quality care for patients in order to avoid hospitalisation; but what 
factors influence accessing support through IHS remains unknown. 
Conversely, a number of factors facilitated access to appropriate support services. 
Research suggests that case management in primary care increases access to appropriate 
support services. In the Sargent, et al. (2007) study, patient involvement in discussion and 
education, advice and information about support services and having an advocate to co-
ordinate community providers, were found beneficial. These factors facilitated patients’ 
understanding of their disease and management, improved self-care, prevention of 
complications and reduced anxiety. Those more likely to use CACP services spoke 
English, utilised other support (p < 0 .001) or lived alone (p < 0.05) (Sargent, et al., 
2007). These findings highlight the importance of two way communication of 
information, and suggest a need for individual risk assessment and planning, which is a 
time consuming process that acute focussed ED clinicians may be ill prepared for 
(ACEM, 2013b; Grief, 2003). Having the patient central in planning continuing care, 
would be important to optimise self-management.   
 
Research demonstrated that adequate support was important for patients to remain self- 
sufficient or to confidently self- manage in the community. In Gallagher’s (2008) study, 
those most confident in their self-management had better self-care behaviours and high 
self-efficacy. Importantly, predictors of poorer self-management included older people 
with worse health, mental health problems, new diagnoses, and poorer levels of function 
or ability. These factors accounted for 46% of the variation in self-management (F=30.12, 
p = 0.000). However, self- management improved over time (Gallagher, et al., 2008). As 
such, older ED presentation with newly diagnosed conditions may be at high risk for 
poorer self-management where adequate support is not facilitated. 
 
While some found inadequately informed patients were resilient at sourcing information 
from GPs, community nurses or organizations (Tierney, Worth, & Watson, 2000), others 
found patients needed plans, education and adequate support for successful discharge 
(Fisher, et al., 2006) or for resuming social activities and for satisfaction with QOL 
(McLeod, et al., 2008).  Overall, the literature suggests that while access to appropriate 
support, independence and quality of life are important for older people, the system plays 
an important role in adequacy of continuity of care. Findings suggest sufficient 
communication of information is necessary for accessing services in the community to 
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maintain self-management and decrease carer burden which may ultimately influence 
their ability to continue to provide quality care. Self-management and QOL for patients 
and carers may therefore, be optimised by having a central point of contact for assessing 
complex needs or priorities, advocacy, information or co-ordination of care, such as IHS 
in ED to reduce ED use.  
2.4.4 Differing perspectives between clinicians, patients or carers 
Lastly, the literature indicated that there was no congruency between clinicians’ and 
patients’ or carers’ perspectives or priorities for health or health care in the ED. Research 
demonstrated  that important issues for older ED patients were long ED delays, timely 
care and pain management, having access to family and nurses, good communication of 
information on progress and follow-up care, maintaining therapeutic relationships or 
social courtesy (Coughlan & Corry, 2007; Guarisco & Bavin, 2008; Hostutler, et al., 
1999; Nystrom, et al., 2003a;2003b; Richardson, et al., 2007; Wellstood, et al., 2005).   
In the community, important issues for carers and patients alike were delayed access to 
support services, and having adequate information to access support to maintain 
independence and quality of life  (Essue, et al., 2010; Jeon, et al., 2007; Roberts, et al., 
2008 ; Simon, et al., 2008; Thomas, et al., 2007).  
 
A few papers demonstrated how staff placed higher priority on processes and staffing 
issues to expedite patient flow in ED, meet urgent patients’ needs and medical treatments 
(Chung, 2005;  Dunnion & Griffin, 2010; Estey, Ness, Saunders, Alibhai, & Bear, 2003; 
Grief, 2003; Hostutler, et al., 1999;  Nyström, et al., 2003a; Reeder, Burleson, & 
Garrison, 2003; Richardson, et al., 2007). For example, nurses rated team work, 
processes, cleanliness and staff competence as higher priorities than patients (p <  0.01) 
(Hostutler, et al., 1999).  There was some agreement among ED staff that the crowded 
acute focussed ED environment can drive prioritisation of tasks and distract staffs that 
rely on guiding principles and schedules to cope. Time for information and wholistic care 
was described as a luxury in the busy environment. These factors can result in episodic 
fragmented care, incompletion of tasks and poor care planning from triage all along the 
process of care, frustrating and stressing staff (Chung, 2005;  Nyström, et al., 2003a;  
Richardson, et al., 2007). Non-urgent patients have also been viewed as part of the 
problem in EDs and were often avoided ( Nyström, et al., 2003b). This reflects findings in 
a systematic review which explored older patients’ experiences with hospital discharge, 
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and concluded staff have different priorities from patients. Staffs were mostly unaware of 
patient priorities, need for participation, and fears associated with discharge. Staff saw 
discharge as driven by other organisational factors than patients’ preparedness to go 
home, and did not address patient priorities (Fisher, et al., 2006). 
 
Two papers, however, demonstrated that ED health care professionals did not always 
agree on priorities in ED.  Estey, et al. (2003) reported that while a consultative body of 
health care professionals generally agreed that ED crowding was associated with bed 
block and workforce shortages, nurses, allied health staff and managers generated a long 
list of causes of bed block and the flow on to crowding and their workloads. These 
perceived factors contributed to longer LOS in ED. Arranging investigation, transfers, 
education and ongoing management of admitted patients increased ED workloads (Estey, 
et al., 2003). Staff in this study failed to identify discharge needs for complex patients as 
a priority to decrease ED crowding, yet as already established coordinating continuing 
care can facilitate earlier discharge. 
 
Findings from Reeder, et al., (2003), found that doctors and RNs had different priorities. 
While RNs perceived a busy ED as related to the number of patients delayed in ED 
secondary to bed block, doctors attributed business or high demands to their individual 
workloads or to time intensive patients. When both doctors and nurses agreed it was busy, 
the causes varied for all comparisons (Kappa scores < 0.5) indicating poor agreement 
(Reeder, et al., 2003). These two papers demonstrate that where ED clinicians are 
overwhelmed by the volume of patients, they focus on ED workloads, guidelines and 
processes to cope and have little time to consider complex care needs. Whether staff 
perceptions influence their consideration of eligible patients for referral to IHS and 
discharge planning, remains unknown. 
 
Similarly, three papers reported on the attitudes and perceptions of acute and primary care 
staff related to communication of discharge plans. Two papers reporting on the one study 
indicated that ED and hospital staffs disagree with their primary care counterparts on the 
level of communication of discharge information. A higher proportion of ED staff report 
referring discharge information to primary care services, than public health nurses and 
GPs consider having received (Dunnion & Kelly, 2005). Despite a majority of nurses 
strongly agreeing on the value of care planning in the ED as ideal in principle,  35% 
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consider this as competing with time needed for other patients (Dunnion & Griffin, 2010).  
While these studies suggest a need for more communication of information to all care 
providers concerned with patient’s care, staff perspectives of priorities differ.  
 
Conversely, in the community setting, GPs had similar perspectives to patients or carers 
regarding poor communication and access to resources or services. For example, two 
studies agreed that health care professional had insufficient knowledge of resources in the 
community (Groot, Vernooij-Dassen, Verhagen, Crul, & Grol, 2007; Jeon, et al., 2007). 
Groot’s (2007) study found barriers to effective palliative care in 56.3% of GPs (n=320) 
who had difficulty accessing the necessary support. Most GPs (83.9%) experienced 
organization red tape and 61% found inadequate knowledge and expertise made 
navigating new technology difficult and time consuming (Groot, et al., 2007). These 
issues made integrating continuity of care difficult to achieve, and GPs felt they could not 
spend enough time with people. Jeon et al (2007) found where health care professionals 
lacked knowledge of existing services or understanding of the roles, this resulted in few 
referrals for mental health patients (Jeon, et al., 2007). However, understanding how well 
informed health care professionals are about the role of IHS and the influence of attitudes 
or knowledge on referral to IHS remains unknown.  
 
Findings indicated that patients or carers and health care professionals have differing 
perspectives, not just in the ED, but for health and health care. What was common was 
the need for improved communication of information and access to service providers, but 
for different reasons or priorities. The differing health care professionals’ perspectives 
may relate to differing thinking styles identified in a sample of approximately 150 
doctors, nurses and managers (Sladek, Bond, & Phillips, 2010). Although the numbers 
were small and unlikely to represent all staff in similar roles, both nurses and managers 
were found to use more experiential reasoning than doctors. While experiential reasoning 
can be characterised by quick thinking that may be inaccurate, it can be quite creative in 
situations.  Managers used more rational thinking, which is characterised by habitualised 
processes learnt from experiences that can correct biased thinking. However, nurses 
tended to prefer more observational and social value thinking than doctors or managers, 
and doctors  used less experiential thinking than both RNs or managers, mainly focussing 
on facts and looking for patterns or connections (Sladek, et al., 2010 ).  Hence, health care 
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professionals may all perceive solutions to improve care of complex patient in ED, 
differently. 
These findings are supported by two systematic reviews of ED patients’ perspectives of 
care and patterns of use which concluded that ED staffs have been inadequately prepared 
to manage older patients in ED (Bridges, et al., 2005; Grief, 2003). The role of ED 
clinicians is in identification and management of acute conditions, not chronic aged care 
(ACEM, 2013b; ACEP, 2008). Subsequently the problem of an ageing population 
increasingly using crowded EDs for acute episodes of their chronic problems has 
generated much interest in how best to manage these increasing demands. 
 
 As discussed in the Chapter One, ED crowding which can lead to poor quality care has 
preoccupied research and discussion to inform policy (ACEM, 2004; ACEP, 2008; 
Bridges, et al., 2005 ; LaCalle & Rabin, 2010; Moskop, Sklar, Geiderman, Schears, & 
Bookman, 2008; Pines et al., 2011; Pines & Hollander, 2008) and prompted much interest 
in profiling and patterns of ED use in Australia and elsewhere (Affleck, et al., 2013; 
FitzGerald, et al., 2012a; 2013; Garcia, et al., 2010; Marco, et al., 2012; Robinson & 
Mercer, 2007; Rogers, 2009; Salvi, et al., 2008; Toloo, et al., 2013; Vieth & Rhodes, 
2006). Crowding has also prompted development of benchmarks for national emergency 
access targets (NEAT), monitoring of ED use and waiting times (AIHW, 2012b: 2013b; 
NSW Government, 2014). It has also driven a research agenda focussed on ED redesign. 
Studies have explored models of ED care (Toloo et al., 2011b; 2012), debated  medically 
led triage, streaming patients at triage to increase flow through ED (ACEP, 2008; King, et 
al., 2006), development of short stay observation units (Ross et al., 2013; Schultz, Qvist, 
Mogensen, & Pedersen, 2014),  geriatric EDs (Hwang et al., 2013) and community based 
super clinics (Sammut, 2008).  
 
Increasing hospital demands by the ageing population has also contributed to significant 
health system redesign, as discussed earlier in Australian CCT trials (DOHA, 2001;  
2007d ; QLD Health, 2013e) and interest in integration of care from information 
technology to models of care and their effectiveness and financing resources (AIHW, 
2009d; Hill, 2007). This has influenced the development of the various models of current 
IHS (Arendts, et al., 2012; Battersby et al., 2007; Counsell, et al., 2006; Hunt-Luzinski, et 
al., 2008; Ngian, et al., 2008; Peterson, 2012b; Shanley, et al., 2009). Generally, this 
research is more service provider focussed and demonstrates the importance placed on 
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expedient processing of all ED patients to reduce ED congestion and health service 
demand. Little seeks to understand the older patients’ views of ED service delivery or 
explore the issues that could improve their care.   
2.4.6 Literature Review Summary and Conclusions 
Chapter Two has explored the state of knowledge related to IHSs and its clientele. 
Section 2.2 explored the sub-acute dilemma. There were multiple uses of the term ‘sub-
acute’. Of concern is that the term ‘sub-acute’ as a condition, service or care, differs from 
use of the term ‘sub-acute’ in the ED context, where ‘sub-acute’ is a fast track section or 
pathway designed for expedient management of those less complex cases expected to be 
discharged.  Different uses of the term could create significant confusion for ED 
clinicians and patients alike when those that have survived the critical event, present to 
the fast track acute focussed ED environment with complex care needs. Despite 
significant research effort to identify ED users, no research profiled the clientele of IHS. 
Overall, the review suggested that the older sub-acute population is poorly defined. 
 
There were increasing trends in ED use generally in Australia and internationally, and 
multifactorial reasons for attending ED. No literature was identified that explored patterns 
of IHS use by older or sub-acute patients in the ED context.  Given the  inconsistencies in 
terminology for sub-acute care and definitions of sub-acute patients, that poses problems 
for data collection around  health service planning (AIHW, 2010c). Research is needed to 
explore the characteristics and patterns of health service use in older sub-acute patients in 
EDs. The benefits of a clear profile would be in terms of understanding the older 
population in order to inform further development of appropriate health services that meet 
individualised needs. Those with complex care needs are already challenging clinicians in 
crowded EDs. Thus since the literature suggests that many use ED appropriately it is 
important to have hospital avoidance strategies or ways of managing older peoples’ needs 
that are safe and effective at reducing complications or adverse events that require acute 
care in EDs. 
 
For the purposes of the current study being reported on in this thesis, a working definition 
of the older sub-acute patient was developed from the commonalities across the literature. 
The current study defines the older sub-acute population as “older people aged over 65 
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years with chronic conditions that would benefit from continuity of care through risk 
assessment and referral to community support services”. 
 
Section 2.3 explored the development, diversity and evidence base to IHS focussing on 
those services in EDs. There was scant research as evidence base for development of IHS 
as little has been published on IHS in QLD or Australia wide since the CCT evaluations.  
IHS however has continued to evolve. Subsequently, there was diversity in models of IHS 
and target population. There was also insufficient evidence of the benefits of IHS in terms 
of service provider or patient outcomes.  Although risk screen has reliably identified 
functional decline and risk for hospitalisation, there was inconclusive evidence of the 
effectiveness of risk screening and referral services offered through IHS on 
hospitalisation.  
 
IHS Programs that contained experienced geriatric RNs and doctors who case find and 
conduct CGA performed better in terms of patient functional ability or admissions.  
Geriatric specialist staff also performed better than ED staff in terms of reliably 
identifying undiagnosed problems and risks of hospitalisation. Dedicated specialist 
trained staff are therefore likely to be more effective at reducing health service use than 
ED staff.  
 
While there was some evidence that IHS was accessed by small percentages of ED users, 
the relationships between reach of IHS and the adequacy of support in the community and  
acute care access were not investigated. Exploring how effective current models of IHS in 
Queensland are at reaching their target population would be important in the context of a 
rapidly expanding older population and retirement trends. Varied models of IHS in ED 
using a variety of RST raise concerns for equitable access and effective service provision.  
Research is needed to explore access issues and  barriers to risk screening through IHS, as 
a  notable decrease in frequency of ED frequenters post IHS implementation has been 
identified (Hegney, et al., 2006). New information is urgently needed to provide a basis 
for planning individualised care.  It would therefore be important to explore the impact of 
IHS on patient and service outcomes in the ED context. Thus exploring the relationship 
between the pattern of IHS in ED and re-presentation and re-admission will enhance 
understanding of the benefits of IHS in terms of patient and service provider outcomes. 
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Section 2.4 explored patient, carer and staff perspectives of ED care to inform health 
service planners in the appropriate development of age specific services for IHS in EDs. 
Despite identifying a body of research indicating high patient satisfaction with various 
aspects of ED care, there were limited studies exploring older patients’ experiences in 
EDs and no research investigated older sub-acute patients’ experiences with IHS in ED.  
The objectivity of surveys has been questioned, as the specific wording of questions can 
coerce choices in people’s responses (Marx et al., 2001). Surveys are often used for 
different patient groups than the one they were initially developed for (Hudak & Wright, 
2000; Hudak, McKeever, & Wright, 2003 ; 2004; Marx, et al., 2001), resulting in the 
emphasis of the survey not always reflecting the specific characteristics of the desired 
outcomes to be measured, and less accurately portraying  patient satisfaction (Hudak & 
Wright, 2000). The review found patients reported high satisfaction with less than ideal 
care. Therefore, findings suggest surveys may be an unreliable method to retrieve patient 
perspectives, and hence may not be a reliable source of older sub-acute patient’s 
perceived priorities or needs in the ED context.  
 
Additionally, patients used differing criteria when judging the perceived seriousness of 
their presenting complaint and they rarely considered health outcomes as a quality 
indicator (Priporas, Laspa, & Kamenidou, 2008), which researchers or clinicians often 
measure. Furthermore, patients and staff disagreed on patient priorities in EDs and health 
professionals also did not agree on priorities in EDs. It would therefore be important to 
explore the older sub-acute patients’ ED experiences from their perspective, to increase 
understanding of their needs and issues related to service provision in ED. 
 
The review found little research in the Australian context and a lack of evidence to guide 
policy in the development of age appropriate service in EDs, which has been identified 
previously (Bridges, et al., 2005). The findings also support the conclusion of researchers 
who call for exploration of older patients’ needs in ED (Bridges, Flatley, & Meyer, 2010; 
Olofsson, et al., 2012; Richardson, et al., 2007), highlighting a continuing problem. New 
information is needed to inform health service planners and clinicians in the management 
of complex ED patients, as nurses have missed opportunities to improve understanding of 
needs and management of the older  population (Williams & Botti, 2002) and ED staff 
may not be adequately prepared to manage complex aged care issues (Grief, 2003). In the 
context of increasing trends in older people utilising crowded EDs, it is important to 
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understand older sub-acute patients’ priorities, needs and issues for health and health care 
in ED to understand what factors may influence  accessing appropriate support, and to 
inform further development of IHS and service delivery in EDs. 
 
It should be acknowledged that as a result of the diversity and scope of the literature 
review and use of literature in the English language, the review may not be exhaustive. 
This study also excluded research in the residential aged care setting as this was a 
different group of health care consumers. In the final synthesis, this literature review 
provided insight into the ongoing challenges that the growing older sub-acute population, 
service providers and health system face. As the review identified increasing trends in ED 
use in those aged over 65 years, and little research informing current development of IHS 
in EDs, it is important to understand this health service context, its consumers and their 
needs.  
 
The following questions were raised during the literature review.  
 What are the characteristics of the older sub-acute population utilising IHS in 
EDs?  
 How effective is South-East Queensland’s public hospital IHS in EDs at reaching 
the target population and improving their outcomes?  
 What are the factors that influence effective IHS service provision for older sub-
acute patients in ED? 
 
These questions were considered and the following Research Questions were developed 
to guide the study. 
1. What is the profile and pattern of health service use of the older sub-acute 
patients that present to emergency departments in South-East Queensland?  
2. How do older sub-acute patients experience health service at the hospital 
community interface when they seek acute care in emergency departments in 
South-East Queensland public hospitals?  
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CHAPTER Three: Research Design 
 
3.1 Introduction 
The purpose of this chapter is to first present the overarching mixed methods research 
design.  As such, the rationale and the model of mixed methods applied in the study are 
described and justified. Second, this research constitutes one study with two phases. In 
this chapter the Phase One design, including the purpose, aim, research questions, 
objectives and hypotheses, is explained in detail. Addressed are the research setting, site 
access, population and sampling. The data collection techniques are detailed. This 
includes the data abstraction tool and the outcomes measured, access to data, and data 
preparation follows. Finally, the data analysis and ethical requirements and approvals are 
discussed. 
3.2 Mixed Methods  
3.2.1Definition of Mixed Methods Research 
Mixed methods research uses  both  numeric and experiential data to answer complex 
research questions  (Quinn-Patton, 2002) and combines  and integrates both qualitative or 
quantitative data collection and analysis methods (Bergman, 2008; Borkan, 2004; 
Onwuegbuzie & Johnson, 2006, Spring). Mixed methods approaches address the 
complexity of research problems by exploring  a variety of  contextual perspectives by 
intentionally combining methods (Creswell, Klassen, Plano Clark, & Clegg Smith, 2011). 
A clearer and more accurate understanding of issues at a conceptual level is possible 
where problems are illuminated from different sources using differing methods to provide  
a more wholistic view of the research problem (Kadushin, Hecht, Sasson, & Saxe, 2008; 
Palinkas, Horwitz, Chamberlain, Hurlburt, & Landsverk, 2011; Terrell, 2012). 
Subsequently, mixed methods was utilised to highlight the problems for IHS in EDs from 
different perspectives, as one paradigm cannot provide all the answers that were 
important to the research aims (as described on p. 77) .   
3.2.2 Rationale for Using Mixed Methods Research 
The research problem for the current study was complex and multi-dimensional. The 
challenge for this research was to identify the characteristics and health service use 
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profile of the older sub-acute population in ED and to understand their ED experiences. 
The issues for the older population could be illuminated more clearly and a richer 
meaning and understanding of their ED experience made possible by drawing on 
strengths of  more than one research approach  (Creswell, et al., 2011; Palinkas, et al., 
2011; Robins et al., 2008; Terrell, 2012). Mixed  methods provided a means of describing 
the dimensions of the problems and of considering ED and IHS experiences in various 
socio-cultural contexts that health exists in (Baum, 2002; Quinn-Patton, 2002). Both 
forms of data enhanced findings and increased the rigour of the study outcomes 
(Creswell, Fetters, & Ivankova, 2004).  As such, mixed methods addressed both a 
descriptive and an experiential research question with diverse objectives. This contributed 
to the overall understanding of the complexities and ambiguities of the ED context and 
health service issues for the older sub-acute population.  
 
The study was designed in two phases. In Phase One, a cross sectional study was 
designed to access a cross section of ED presentations from a sample of hospitals and to 
scope the dimensions of the problem. The objectives were to identify the prevalence of 
the sample characteristics, exposure to IHS and the relationships between the clinical 
profile or pattern of IHS use factors, and re-presentation or re-admission. Phase One  
provided access to data to reveal the breadth of the problem or statistical facts (Creswell, 
et al., 2004; Wild & Seber, 2000).  
 
 Phase Two utilised a qualitative design to explore older sub-acute patients’ experiences 
in different settings. Knowledge generated from Phase Two drew on the context and 
meaning of older sub-acute patients’ experiences in EDs to interpret interface health 
service and health care needs. Qualitative data provided the depth in understanding of 
processes, settings and contexts (Creswell, et al., 2011; Robins, et al., 2008). 
 
Mixed methods research is firmly established as a distinct methodology, referred to as the 
third research paradigm (Baur, 2011; Bryman, 2006; Johnson & Onwuegbuzie, 2004). 
The significance or worth of mixed methods is considered useful to evidence based 
practice (Sandelowski, Voils, & Barroso, 2006). An increasing trend in the use of mixed 
methods has been identified in the social sciences where the benefits include an increased 
understanding of complex issues with a more complete picture to inform social policies 
(Brannen, 2005; Bryman, Becker, & Sempik, 2008). The need for evidence based practice 
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and development of guidelines has driven the use of mixed methods (Cegarra-Navarro & 
Cepeda-Carrión, 2010; Creswell, et al., 2011; Palinkas, et al., 2011). The mixed methods 
approach has also been successfully used in the Australian context to evaluate the HITH 
Program (DoHS, 1999) and the Transition Care Program (DOHA,  2008b) to generate 
evidence based information to inform government, policy and program development in 
continuity of care for all Australians. Yet, unsurprisingly, models of mixed methods differ 
because the aims drive methods. 
3.2.3 Models of Mixed Methods 
Cresswell, et al. (2004) reviewed mixed methods in Primary Health Care research and 
identified three commonly used models. The first model is the “Instrument Design 
Model” that first uses qualitative data to inform instrument development for quantitative 
data collection, the latter as the priority. Hence, data is collected sequentially (Creswell, 
et al., 2004).  
 
The second model is the “Data Transformation Design Model”, and this prioritises 
quantitative data but collects data concurrently. Qualitative data is transformed coded and 
analysed according to a pre-developed codebook or conceptual framework (Creswell, et 
al., 2004). Data from both methods are considered and analysed as one. 
 
Third is the “Triangulation Model” that draws together both quantitative and qualitative 
data findings and integrates these to draw an understanding of the research problem. This 
model gives equal priority to both forms of data and may transform qualitative data to 
merge with quantitative, with a convergence of results. Hence integration of data can 
occur during the development of results, interpretative stages, discussion, or in the 
conclusion section of a study (Creswell, et al., 2004).  
3.2.4 The Model for the Current Study 
The current study applied a mixed methods approach (Creswell, et al., 2004) which was 
appropriate to the nature and purpose of the study ( Bryman, 2006; Bryman, et al., 2008) . 
In applying mixed methods, data were collected sequentially and equal priority was 
assigned to qualitative and quantitative data generation to enhance findings. Qualitative 
data was not transformed (coded or merged with quantitative data for analysis), to avoid 
reliability issues (Plano Clark , Garrett, & Leslie-Pelecky, 2009). Multiple data sources 
were utilised to triangulate data and integrate the findings. Quantitative data were drawn 
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from two different sources (ED and IHS). Qualitative data were drawn from a sample of 
older sub-acute patients from three emergency departments. Policy documents and annual 
reports from IHS were also explored and analysed.  Findings were integrated during 
reporting of results, and is one appropriate point in the research process for triangulation  
of findings (Creswell, et al., 2004).  
 
Interpretation of both quantitative and qualitative findings generated from both phases of 
the current study enabled the development of hypotheses and possible explanations for 
associations in the quantitative data to increase understanding of quantitative analysis 
(Creswell, et al., 2004; Kadushin, et al., 2008; Terrell, 2012). It was this final 
interpretation and synthesis of qualitative and quantitative findings during analysis that 
has been termed true mixed methods (Harden & Thomas, 2007; Johnson, Onwuegbuzie, 
& Turner, 2007; .Sandelowski, et al., 2006).   
3.2.5. Rigour Bridging the Paradigmatic Differences  
The current research took a pragmatic approach to maintenance of  rigour where two 
distinct research paradigms were applied (Bergman, 2008). Site assessments and 
availability of resources informed the research design. The philosophical, theoretical and 
epistemologically distinct differences within the methods were addressed earlier. As such, 
data were treated within their respective epistemological frameworks. In addressing these 
differences and adhering to issues of rigour for each approach, guidelines for best practice 
were maintained (Creswell, et al., 2011).  
 
In Phase One, rigour was demonstrated through adherence to the research plan. Data were 
collected from an appropriate sample and an adequate sampling time frame was utilised 
to ensure that the research questions were answered to meet the purpose of the research 
(Bryman 2008). A data abstraction tool was utilised in both phases of the research to 
standardise the data collected (Wild & Seber, 2000). Data analyses involved following 
planned process, careful analysis of missing data and adherence to cell counts to maintain 
power (Pallant 2011). These issues were discussed in detail in Phase One design, methods 
and analysis, Chapter Three, sections 3.4, 3.5 and 3.6.  
 
The theoretical framework underpinning the qualitative phase of the research was 
constructivism. Quality was enhanced through researcher education and training in 
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constructivist methods, interview techniques and reflexivity. Additionally the methods 
and sample were considered appropriate to generate a depth and scope of data that 
allowed for an abstract conceptualisation of the research question (Charmaz, 2006; Quinn 
Patton, 2002). Quality was maintained in methods with reflexive data analysis that 
produced categories of meaning, and, gave insight into the context and experiences of 
older sub-acute patients, rather than asserts an absolute truth (Charmaz 2006). The 
complexity of validity and rigour issues as they apply in qualitative research are discussed 
further in Chapter Five, sections 5.4 and 5.5. 
 
The findings from Phases One and Two were integrated in the Discussion Chapter where 
explanations, issues and relationships between the data were highlighted.  Qualitative 
outcomes were used to confirm, extend and refute those findings from the quantitative 
phase and vice-versa. These strategies avoid quality issues during the integration of 
findings from two different epistemological perspectives (Plano Clark, et al., 2009; 
Sandelowski, et al., 2006).  
 
3.2.6 Summary  
There is an absence of recent robust research to inform ongoing IHS development in EDs. 
Mixed methods provided an opportunity to illuminate the research problem from different 
perspectives and to increase understanding of the issues related to IHS for the older sub-
acute population. A triangulation approach was applied through collection of cross 
sectional data from both emergency department information systems (EDIS) and IHS, 
which provided insight into the characteristics of the older sub-acute population and their 
patterns of ED and IHS utilisation. Qualitative findings gave insight into issues 
experienced in EDs as constructed by older people in differing contexts which provided a 
richer understanding of quantitative data and the research problem. The synthesis of new 
knowledge will inform health service planners in the development of strategies to 
improve the efficiency, effectiveness and equitable health service delivery for older sub-
acute patients when discharged from EDs and across the continuum of care. The 
following section discusses Phase One of the research, the quantitative study, and 
presents the methods and analysis. The Phase One results are presented in Chapter Four. 
In Chapter Five, the theoretical framework underpinning the qualitative study and the 
methods applied are discussed and the results presented in Chapter Six.   
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3.3 Research Design Phase One 
3.3.1 Introduction 
The current study used two phases to address the research problems. Phase One was a 
cross-sectional study designed to investigate the profile and pattern of ED and IHS use in 
older ED patients. Phase Two explored how a sample of older ED patients experienced 
health service in EDs.  Section 3.3 presents the purpose of Phase One, the research, aims, 
questions, objectives and hypotheses.   
3.3.2 Overall Purpose of the Research  
The overall purpose of the research was to generate new evidence that will inform those 
who plan, organise and manage health services in the development of appropriate service 
models in EDs for older people presenting with acute episodes of chronic conditions.  
3.3.3 Phase One Study Aim 
The Phase One study sought to develop a profile of IHS clientele through exploring the 
characteristics and pattern of health service use in the older sub-acute patient population 
accessing EDs in Southeast Queensland public hospitals. The following research 
questions guided Phase One of the study.  
3.3.4 Phase One Research Questions 
1. What is the profile of the older sub-acute patient population that presents to 
emergency departments in Southeast Queensland public hospitals? 
2. What is the pattern of health service use in the older sub-acute patient population 
that presents to emergency departments in Southeast Queensland public hospitals? 
3. What are the factors associated with re-presentations or re-admissions in the older 
sub-acute population presenting to emergency departments in Southeast 
Queensland public hospitals? 
3.3.5 Research Objectives 
The following objectives and hypotheses were designed to guide the strategies for Phase 
One. Two objectives relate to the first research question.  
1.1 To identify the socio-demographic profile of the older sub-acute population that 
presents to emergency departments in Southeast Queensland public hospitals during a two 
month sampling time frame. 
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1.2 To identify the clinical profile of the older sub-acute population that presents to 
emergency departments in Southeast Queensland public hospitals during a two month 
sampling time frame 
Two objectives relate to the second research question. 
2.1 To identify the older sub-acute population’s pattern of ED use in Southeast 
Queensland Public hospitals during a two month sampling time frame 
2.2 To identify the older sub-acute population’s pattern of IHS use in Southeast 
Queensland Public hospitals during a two month sampling time frame 
 
Four Hypotheses address the third research question. The first two inform exploration of 
relationships among factors and re-presentation within one month. The third and 
fourth inform exploration of relationships among factors and re-admissions. 
3.1 Hypothesis One:  There is no relationship between the clinical profile of the sample 
population and re-presentations to ED. 
3.2 Hypothesis Two:  There is no relationship between the sample’s pattern of IHS use 
and re-presentations to ED  
3.3 Hypothesis Three: There is no relationship between the clinical profile of the sample 
and re-admissions to hospital. 
3.4 Hypothesis Four: There is no relationship between the sample’s pattern of IHS use 
and re-admissions to hospital. 
3.4 Phase One Research Design 
3.4.1 Setting  
In Chapter One, SEQ was identified as one of the highest growth areas in Australia for 
retirees, and home to 66% of the state’s population, which is expected to challenge SEQ 
public hospitals. Nationally and during the study period, there were 6.5 million ED 
presentations between 2011and 2012 and there has been a 4.3% increase per year from 
2007 to 2012. Furthermore, Queensland (QLD) was among the top three states with the 
highest growth in ED presentation at 6.9% per year, exceeding the national growth 
(AIHW, 2012b), suggesting SEQ  faces larger  increases in demands secondary to 
retirement trends. 
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The study context contained a cross section of SEQ public hospitals. The setting was 
large enough to provide access to diverse organisational, environmental, geographical, 
social, political and consumer contexts. This was needed for maximum variation in 
setting, to obtain a heterogeneous sample and to reduce selection bias or sampling error 
(Webb, et al., 2005).  The setting included large metropolitan and urban centres and a 
regional or semirural setting in the Metro South Region which services a geographical 
area of 3856 square kilometres from the Brisbane River to NSW border and from the Bay 
Islands to the mountain ranges, servicing over one million people.  
 
The catchment contained a quarter of SEQ population during 2011. The SEQ population 
is expected to increase to 1.4 million by 2031 and has the highest life expectancy in QLD 
related to a projected increase in the population aged over 65 years by 113% during the 
same time period (QLD Government, 2013). Consequently, compared to those from more 
advantaged areas, those in less advantaged areas have 50% more avoidable 
hospitalisations and deaths and poorer health behaviours, which increases the risk of 
poorer health and chronic diseases (QLD Health, 2008c). Chronic conditions accounted 
for the top five diagnostic groups admitted to Metro South during 2011-12 (QLD 
Government, 2013).  Figure 3.4.1, shows the SEQ Catchment for Metro-South Public 
Hospitals. 
      | CHAPTER Three: Research Design 80 
 
  
. 
Figure 3.4.1 Metro South Catchment: South -East Queensland  
Insert: Queensland Australia 
Source: Metro South Demographic Profile (Queensland Government, 2013) 
 
 
Hospital One 
Hospital One was a large 957 bed metropolitan tertiary referral centre in Brisbane that  
provided acute medical, surgical, oncology, transplant, mental health, rehabilitation, 
spinal, burns, trauma, critical care, cancer, allied health services and more to a population 
of 588,475 in 2011. The population in the catchment is expected to increase by 16.7% to 
almost 690,000 by 2031 (QLD Government, 2013). During 2011-12 (includes the study 
period) this hospital employed over 6000 staff, serviced 82,172 admissions, 470,976 
outpatient appointments and  55.220 ED presentations (with 4910 in December 2012 
alone) (QLD Government, 2013; QLD Health, 2012d, 2012k). There was evidence of 
increasing demands with an increase in ED presentations of 14% between 2008-9 and 
2011-12 (QLD Health, 2012j) and a total of 60,658 ED presentations and 88,417 
admissions during 2013-14 (QLD Health, 2014f).  
a .Princess Alexandra Hospital 
b. Queen Elizabeth 11 Hospital 
c. Logan Hospital 
d. Beaudesert Hospital 
e. Redland Hospital 
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Hospital Two 
Hospital Two was a large 340 bed urban centre, situated 30 km from Brisbane that 
provided medical, surgical, paediatric, emergency, critical care, obstetrics, dental, renal 
dialysis, mental health, out-patient and community health services to a population of 
287,517 during 2011. The hospital’s catchment is projected to experience the largest 
increase in growth in the state by 57% to over 450,000 by 2031 (QLD Government, 
2013). During 2011-12, there were 65,584 ED presentations, over 40,000 admissions and 
114,088 outpatient appointments (QLD Government, 2013), and  6412 ED presentations 
in December 2012 alone (QLD Health, 2012f). There was evidence of an increasing trend 
in demands for services, with  75,453 ED presentations during 2013-14 (QLD Health, 
2014e).  
Hospital Three 
Hospital Three was a 148 bed semi-rural or regional centre situated approximately 35 km 
from Brisbane with a 126 bed aged care facility. The hospital provides medical, surgical, 
maternity, paediatric, renal dialysis, rehabilitation, community health and mental health 
services. During the study period 2011-12, Hospital Three serviced a population of 
144,936 and is expected to experience an increase of 31% to approximately 190,000 by 
2031(OESR, 2012; QLD Government, 2013). Demands for services are also increasing–
for during 2011-12 there were 49,834 ED presentations, 23,500 admissions and 54,781 
outpatient appointments (QLD Government, 2013), with 4637 ED presentations during 
December 2012 alone (QLD Health, 2012h). During 2013-14, Hospital  Three had 151 
beds, and serviced 55, 393 ED presentations, with 26,989 admissions (QLD Health, 
2014d). These statistics suggest that QLD Health facilities processed similar numbers of 
ED presentations during the study period. The facilities are also experiencing the 
increasing demands projected by the Australian Government, which is in line with the 
expected impacts of the ageing population as discussed in Chapter One.  
3.4.2 Site Access  
Site access was gained through a consultative process collaborating with the Assistant 
Directors of Nursing,  the medical directors, nurse managers and educators from 
emergency departments, Business Practice Improvement Officers and Business and EDIS 
Managers in each facility and the Director of Research from the Urban Centre. The 
Acting Nursing Director for Post-Acute and Palliative Care for the Health Region and the 
Community Hospital Interface Program (CHIP) nurse managers and clinicians in all three 
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facilities were also consulted. The researcher contacted each person in the roles listed and 
discussed the proposed research. Initial expressions of interest were generated, then 
meetings with all interested parties were conducted to discuss the research, its needs and 
the site specific needs. In subsequent meetings, a study protocol that was developed 
considering site specific needs, was provided and refined. Finally, a site specific 
application package was submitted to each facility’s Business Managers for approval of 
the research. The application included the study protocol, patient information and consent 
forms, data abstraction tool, interview guide and Director General’s Public Health 
application. In collaboration with all parties listed in each facility, site specific 
agreements were developed and signed between legal teams in each setting and QUT. 
These agreements included how the researcher would gain access to the EDs, EDIS and 
IHS data and patients for recruitment. The Queensland Health Ethics application was 
conditional on these agreements. Access will be discussed in more detail in data 
collection. 
3.4.3 Population Sample and Sampling 
The clientele of IHS in EDs was of interest, the target population therefore was older sub-
acute patients with chronic diseases or conditions that presented to public hospital EDs in 
SEQ. IHS is a hospital avoidance strategy.  It was therefore important to understand if 
older ED patients’ patterns of health service use or IHS factors was related to 
hospitalisation. To capture re-presentations in this specific population, inclusion criteria 
and a sampling time frame were developed (Wienclaw, 2008).  
3.4.3.1 Inclusion Criteria  
The inclusion criteria were informed by the characteristics of the sub-acute patient 
populations in the reviewed research literature. 
 Aged over 65 years 
 Aged over 45years if from an Australian Indigenous background 
  Presenting to the ED with or having a history of one or more chronic conditions 
Selection criteria were applied to accommodate the difference between Indigenous and 
non-Indigenous Australians. Australian Indigenous people have poorer self-reported 
health across all age groups, with a significant drop in good health from 40 to 50 years of 
age. Additionally, during 1996-2001 life expectancy for Indigenous Australians was 
approximately 20 years less than for all other Australians (AIHW, 2008a). As the 
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Indigenous population aged over 65 years is expected to double between 2011 and 2026 
(ABS, 2009f), it was vitally important to be inclusive of their profile factors. 
Exclusion Criteria 
ED presentations from Residential Aged Care Facilities (RACF) were excluded because 
this group of health care consumers are already living in a supported care environment. It 
is those older people living independently who attend ED and may have the need to 
access IHS for risk assessment or referral for support to enable them to remain 
independently at home and decrease health service demands that are the focus of IHS and 
this study. 
3.4.3.2. Sampling 
 Phase One of the research needed to sample sufficient ED presentations to capture re-
presentations among older sub-acute ED presentations. After careful consideration of the 
literature, this study applied a two month sampling time frame. Although studies focussed 
on exploring the impact of different interventions, a number of papers identified 
proportions of, or risks for, re-presentations in older people that occurred within one to 
two months of previous hospitalisation. Additionally  ED re-presentation among older 
people is more likely to be related to the same problem in the short term and the risk may 
increase over time (Bowles, Holland, & Horowitz, 2009;Caplan, et al., 2004; Harper, et 
al., 2013; Ladha, Hunter Young, Ng, Efron, & Haider, 2011; Lannin et al., 2007; 
McCusker, et al., 1997; Salvi, et al., 2008).   
 
Research has also indicated that identification of re-admission is possible within a two 
month sampling frame. Admissions in the previous four weeks were reported in 64% of  
re-presentations (Bentley & Meyer, 2004) and 32% within two months (McCusker, et al., 
1997). Another study measured re-presentations and re-admission within one month, 
identifying  no differences between two EDs in re-presentations or re-admissions at 30 
days or  six months (p > 0.05) (Salvi, et al., 2008). These findings suggest that risk factors 
for re-presentation and readmission are identifiable from well conducted studies within a 
one to two month period. In the context of informing IHS development, considering the 
older sub-acute population’s re-presentations or re-admissions for the same problem in 
the short term rather than all re-presentations, will increase understanding of their profile 
and their pattern of health service use. 
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An additional consideration was to contain the number of cases that could be feasibly 
analysed within the time constraints of this Doctoral Study. A review of Queensland 
health statistics ascertained the number of ED presentations per month and in 
consideration of the literature discussed, a two month sampling time frame was chosen to 
collect data for all eligible patients presenting to EDs, to capture re-presentations and re-
admissions for the same problem, while containing the volume of cases to be analysed. 
The two months chosen as a sampling time frame was dependent on site specific and 
Ethics approvals. Data collection, which was retrospective, commenced immediately after 
these approvals were received on the 5
th
 June, 2011. Therefore as May 2011 was the last 
completed month’s data sets for each facility, April and May became the study period.  
The two month sampling time frame allowed for a description of presentations during the 
two months. It also provided an opportunity to track each presentation for one month.  
Each presentation during April was followed for one month to identify whether they re-
presented or were re-admitted within one month of that presentation.   Re-attendances and 
re-admissions that occurred outside of this time frame were missed and could lead to an 
underestimation of the magnitude of the problem. This is discussed further in the final 
chapter. (See Section 7.4.3, page 226).   
3.4.3.3 Sample size 
The sample size in Phase One was dependent on cases that presented to each setting 
during the sampling time frame and those that met inclusion criteria. The sampling time 
frame of April and May 2011 provided a total sample from all settings of 4354. The 
sample size was estimated based on national and QLD cross sectional studies of all ED 
presentations, indicting the sample was sufficient to address the aims. Descriptive 
statistics provide a profile from the whole sample at univariate level.  
 From the whole sample, a cohort of cases (from April 2011) was prospectively followed 
for one month (May 2011) to identify those that re-presented within one month or not. 
The researcher for the current study manually screened all data files to identify cases from 
April that re-presented or were re-admitted within one month of an index visit. The 
process was labour intensive and generated a new sample, including 2153 cases for 
analysis. The sample was adequate to meet the 20 cases per predictor recommended for 
regression analysis (Coakes, Steed & Price, 2008; Polit 2010; Tabachnick & Fidell, 
2007). See Appendix One for the data abstraction tool.  The adequacy of power was 
maintained by use of standards for regression, where expected frequencies were less than 
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20% with cell counts of 5 (Tabachnick & Fidell, 2007). (See page 93 for effect size 
calculations) Figure 3.4.3.1 shows the sampling methods and resultant sample size. 
 
 
Figure 3.4.3.1 Phase One Sampling 
3.5. Phase One Data Collection Methods  
Retrospective data were collected from both Queensland Health’s Emergency Department 
Information Systems (EDIS) and Interface Health Services (IHS) during the sampling 
time frame, April-May 2011 from the three settings. During the study period, Queensland 
Health was undergoing information technology reform and EDIS was reasonably new to 
all ED facilities. Subsequently, both hard copy patient files and EDIS files were utilised 
by ED staff in all settings. None of the setting’s information systems were linked with the 
other facilities at the time of the current study. Patient unit record numbers were thus 
unique to settings and compliance with documentation in EDIS differed and was not 
optimal in the regional setting. Separate IHS reports were collected in hard copy and 
electronic form from IHS managers or clinicians to enable a description of older sub-
acute patients’ patterns of IHS use on discharge from ED during the same sampling time 
frame. The following section describes data collection process in more detail. 
1. Total Reports from all 3 hospitals 
     1.1 over 65 years n=5559 
     1.2 Indigenous over 40 years n=1853 
Total  n=7412 2.   First Check 
Removal of duplicates, nursing home  
7412- 2789=4623 
3. Add CHIP 
reports 
4537+747 = 5370 
4.   Second Check :  
Removal of  <45 yr Indigenous 
                     <65 yr non- Indigenous 
                      further - duplicates, nursing  home 
                      5370- 1016 = 4354 
 
 
Total Eligible Sample   N= 
4354 
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 3.5.1 Data Abstraction tool 
A data abstraction tool was developed to standardise data collection across the three sites 
and the two phases of the study. The same data was collected on the phase two sample as 
for phase one to provide socio-demographic and health service use profiles. (See 
Appendix One) The tool was used to collect data to describe the prevalence of factors at 
one point in time, in the population of interest (Webb, et al., 2005); older ED patients 
with chronic conditions. The data abstraction tool included the following variables (as 
available on EDIS). 
The Older Sub-acute Populations’ Profile; 
 
a)  Socio- Demographic Data:  
 Age in years (also recoded into groups; 45-64, 65-74, 75-84, 85-110 years) 
 Gender (male/ female) 
 Country of birth (nominal, also recoded according to  ABS six classifications 
of countries) (ABS, 2011b)  
 Marital status (married widowed divorced separated, never married not stated)  
 Indigenous status (Aboriginal, Aboriginal and Torres Strait Islander, Torres 
Strait Islander South Sea Islander, Not Indigenous) (recoded into Indigenous 
Yes / No)  
 Source of income (pensioner, employed, unemployed, home duties, not stated, 
student, other) 
 Insurance status (Medicare, private health insurance, no insurance, unknown, 
other, travel)   
b) Clinical Presentation Data:  
 Number of presentations  
 Presenting complaint chronic disease (Yes / No) (identified from presenting 
complaint type) 
 Presenting complaint type by ICD codes (Queensland Health 2011)  
 History of risk factors– hypertension (HTN), high cholesterol (chol), 
smoking, obesity) (Yes / No) 
 History of chronic condition (type by ICD codes)  (Queensland Health 2011) 
 Number of chronic conditions (a composite of history) 
The Older Sub-acute Populations’ Pattern of Health Service Utilisation data: 
c)  Access to ED 
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 Mode of arrival (ambulance, walked/ private/ public transport,  police, 
retrieval / helicopter, unknown, other) 
  Mode of referral (self / friend / family, GP, community service, other 
hospital, specialist, police, unknown, other, outpatients, same ED) 
 Australian Triage Scale (ATS) (1= resuscitation/ 2= emergent/ 3= urgent/ 4= 
semi-urgent/ 5 = non-urgent), (Australasian College for Emergency Medicine 
ACEM, 2013a) 
 Provisional Diagnosis (type by ICD codes) (Queensland Health 2011) 
 Discharge destination (admitted to hospital/ observation ward / ED, 
discharged, transferred to another hospital, did not wait to be seen, left before 
treatment completed, died in ED, dead on arrival)  
 Hospital number (1, 2 or 3) 
d) Access to Interface Health Service(IHS) Data:  
 Referral to IHS (Yes / No) 
 Seen by IHS (Yes / No / follow-up) 
 Risk screening done, RST (Yes / No)   
 Referral to community services (Yes / No)  
 Uptake of community services (services not needed, declined, discharged 
without services/same service/new service, admitted for follow-up by ward 
IHS, needs services arranged, unknown needs)  
3.5.2 Access to Data 
Director General and Queensland Health’s Ethics Committee Approvals were gained 
prior to accessing data. At the time of data collection, Queensland Health emergency 
department information systems (EDIS) data bases were not linked and it was necessary 
to retrieve data from each facility and service individually. Access to Queensland 
Health’s service data in EDIS and participant health records was arranged with the 
relevant EDIS managers or Business Practice Improvement Officers (BPIO) at each 
facility and formed part of the site specific agreements. Access to Interface Health 
Service data was arranged with the Assistant Director of Post-Acute Services and the 
relevant Community Hospital Interface Program (CHIP) managers in each facility.  The 
CHIP managers provided activity reports, referrals to interface health service and 
occasions of service reports. The relevant EDIS managers or BPIOs in each setting 
provided all reports containing the requested data according to the data abstraction tool. 
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Two extra reports were provided by EDIS managers or BPIOs from each setting, for data 
not routinely included in the original reports. These two reports included marital status, 
Indigenous status, mode of access and presenting complaints for those aged over 
1. 65 years  
2. 40 years for the Indigenous presentations (not 45 years due to EDIS selection 
criteria for generating reports). 
Data collection faced a number of problems which were addressed with each facility to 
ensure accuracy of the final reports. The sub-acute patient’s history was unavailable 
through these reports and Indigenous status was not reliable due to reporting and 
recording errors or omissions. One facility had difficulty providing information about 
Indigenous status because of programming issues with the new EDIS system. 
Subsequently, the relevant ED and CHIP managers in each setting provided computer 
space for the researcher to access EDIS to collect missing report information. The 
researcher accessed EDIS only (as per agreement) in each facility and manually searched 
for all history data, checked Indigenous status for each case and any other missing data.  
 
Data were collected from the three hospitals for a total of 7412 older ED presentations 
during the sampling time frame. The researcher merged reports from each facility into a 
single data file. The file was then checked and rechecked for duplication, Indigenous 
status, nursing home patients, those with no chronic conditions on presentation, discharge 
or in their history. Then CHIP files were merged with the EDIS data. All three files were 
subject to a second and similar check for duplications, to ensure the sample was inclusive 
of only those who met the inclusion criteria. The three files were then merged into a 
single data file which was searched for re-presentations across settings. Although this was 
difficult due to differing record numbers, a few documented inter-hospital transfers were 
identified. All three data files and the final merged file were stored as master files on a 
password protected computer in a locked facility. 
3.5.3 Data Coding and Cleaning  
Identification numbers were assigned to each case’s data and all data were coded numerically 
then entered into SPSS data files. The data were systematically cleaned, using frequency 
analysis. Then 10-20% of randomly selected files were checked for consistency (Battistutta, 
2007). As there was a large amount of data this was done several times at different stages, 
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during file development, coding data and during univariate cleaning to find missing data, 
identify inaccuracies or correct errors (Pallant, 2011). Data entry errors which were random 
and few were checked with the original files and all were corrected and recorded in the 
coding diary (Pallant, 2011).   
 
Nearly 30% of Hospital Three’s cases had missing data only in the categories of patient’s 
history. EDIS files were then searched for history and a small proportion (2.6%) had 
undocumented history or missing data (See Appendix 2).  Missing data were analysed using 
missing variable analysis in SPSS for Windows v 21 (IBM, 1989-2012).  Patterns were 
explored considering factors that may influence documentation of data (Polit, 2010), in this 
case history, such as differing triage categories, presenting complaints or hospital settings. 
The analysis suggested data were missing at random, as there was no identifiable systematic 
reason for the missing data. Further analysis was conducted with and without these cases or 
listwise and pairwise, and the results were not different, indicating no change in means for 
each history variable in relation to triage category, presenting complaint and hospital setting 
(See Appendix Two for examples). As history was not a primary or secondary outcome 
measure and not subject to any identifiable systematic error, cases with omissions were 
therefore retained and subsequently analysed using cases listed pairwise exclusion to avoid 
loss of information for analysis with all other variables (Pallant, 2011).  As the sample was 
large enough (n = 4354), the missing data was not expected to impact on reliability of 
analysis or results (Pallant, 2011). 
 
Histograms, boxplots and trimmed means were inspected for outliers. There were only a few 
outliers, in the variables, the number of presentations and the number of chronic diseases, but 
the histogram slopes dropped off evenly. As the sample was large, it was expected to cause 
little difficulty for analysis (Pallant, 2011). For all the dependent and independent variables, 
there was little difference between the mean and trimmed mean for each variable, so no 
further action was taken for outliers (Pallant, 2011; Polit, 2010).  
3.5.3.1 Data Preparation 
Testing for assumptions of normality during preliminary analyses was also performed on the 
dependent variables and continuous independent variables using the explore procedure.  
Violations of normality, linearity or homoscedasticity were assessed (Pallant, 2011). Data 
were analysed using descriptive statistics, presented graphically with histograms and 
      | CHAPTER Three: Research Design 90 
 
normality curves, and each variable was assessed for skewness and kurtosis numerically and 
visually. While ‘age’ peaked and the sample that  clustered around the centre could 
underestimate the variance, in a large sample of over 200 this is less of a problem (Pallant, 
2011). Normality plots were visually inspected for deviation of expected and observed values 
from the normal distribution line. The detrended plots were inspected for deviation of scores. 
Outliers from the zero line and the impact on trimmed means (Polit, 2010) and the 
Kolmogorov-Smirnov test statistic which assessed normality, were all considered (Pallant, 
2011). See Appendix Three for tables of all normality curves and plots. 
3.5.3.2 Dependent Variables 
Re-presentations and re-admissions were the dependent variables. For univariate level 
analysis, re-presentations for the same problem were identified by examining each 
presentation’s presenting complaints, history and or diagnoses for common or related 
conditions, and decisions were made about what was plausibly related. For example, chest 
pain, angina and acute coronary syndrome or myocardial infarctions were classified as 
related, therefore accepted as re-presentations for the same problem. Where presentations 
differed, for example chest pain, wound infection or lower back pain, they were not classified 
as re-presentations.  The process was necessary as triage assessments do not have the benefit 
of investigation and diagnostics, and diagnoses must fit within predetermined categories or 
ICD codes. Coding decisions were kept in a coding diary. Re-presentations for the same 
problem were coded as (Yes / No). 
 
To identify re-presentations for bivariate and regression analysis, a cohort taken from the 
whole sample as a subsample was utilised. All presentations during April were 
prospectively followed for one month (May) to identify those that re-presented within one 
month of their index visit, providing an equal opportunity to track all cases for one 
month. Re-presentation within one month was coded Yes/No and a continuous variable 
recorded the number or re-presentations. 
 
For univariate analysis of the whole sample (N=4354), re-admitted with the two month 
sampling frame (Yes / No) was recoded from the variable discharge destination, using all 
admitted categories of admissions (to hospital/ observation ward / ED or transferred to 
another facility). The same procedure as for recoding re-presentations was used. Where 
cases were re-admitted during the sampling time frame, these admissions were classified 
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as re-admissions.  For analysis of associations at bivariate level and regression, the cohort 
taken from the whole sample (n =2153) was also used to prospectively follow cases from 
April for one month through May to identify those that were re-admissions within one 
month thus creating the new variable, re-admission within one month (Yes/No). 
3.5.3.3 Independent Variables 
A number of independent variables were also transformed to improve analysis. Despite the 
large number of presentations, there were several variables that on stratification led to small 
numbers in some categories. To improve analysis, these variables were collapsed to meet 
standards of no less than 5 in cells for CHI squared analysis (Pallant 2011).  The recoded 
variables included (country of birth, Indigenous status, insurance, mode of arrival, mode of 
referral, discharge destination, provisional diagnosis types). 
 The variable country of birth was collapsed and recoded according to the ABS 
groupings; (Oceania/ Antarctica, Northwest Europe, South mid-eastern Europe, Asia / 
India, Americas) (ABS, 2011b). 
 Indigenous status was collapsed and recoded into Indigenous / not indigenous 
(Yes/No). 
 Source of income categories were collapsed into three groups- employed, unemployed, 
pensioner and other, then in to two groups- employed or other / pensioner or 
unemployed. 
  Insurance categories were collapsed and recoded into; private health insurance/ 
Medicare/ other. 
  Mode of arrival was collapsed and recoded into; ambulance/retrieval, walk/public 
transport, police/other 
 Mode of referral was collapsed and recoded into; self, GP/community health service, 
specialist/other hospital or ED, police/other. 
 Presenting complaint collapsed into 12 groups- cancer, CVD, diabetes, CKD, 
respiratory, muscular skeletal, neurological, mental health, injury from falls and 
trauma, infectious and toxicology, GIT and other chronic problems not listed. Then 
with regression it was further collapsed into 10 then seven groups.(See regression 
findings) 
 Discharge destination was collapsed and recoded into three new categories: admitted 
(to hospital/ ED/ observation ward or transferred /died), discharged, DNW/ left after 
treatment commenced. 
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 To avoid a type II error (interpreting no difference in a sample when there was a 
difference), ‘age’ (continuous) was transformed into 4 age groups to test associations 
from two perspectives. The new variable included four categories (45-64, 64-75, 75-84, 
85 to 110 years). 
3.6 Data Analysis   
Statistical data were analysed using SPSS for Windows v 21 (IBM, 1989-2012). Findings 
from analysis were considered significant where p < 0.05) (Pallant, 2010). All data from 
the aggregated file was analysed as one sample (N=4354) for univariate analysis, to 
address the first two research questions: 
1. What is the profile of the older sub-acute patient population that  presents to 
emergency departments in Southeast Queensland public hospitals? 
2. What is the pattern of health service  use in the older sub-acute patient population that 
presents to emergency departments in Southeast Queensland public hospitals?  
Descriptive statistics provided the socio-demographic, clinical presentation and pattern of 
ED and IHS use profile of the older sub-acute presentations. Continuous variables were 
summarised with median (min and max) and means (standard deviation).The categorical 
variables were summarised with use of proportions, percentages and counts for 
dichotomous or frequency tables for more than two variables. Graphical and tabular 
summaries are provided (Pallant, 2011; Polit 2010). 
 
After preliminary univariate analysis, the prospective cohort taken from the whole sample 
(n =2153) was analysed at bivariate level to address the third research question. 
3. What are the factors associated with re-presentations or re-admissions in the older 
sub-acute population presenting to emergency departments in Southeast Queensland 
public hospital?  
Chi-square tests were conducted to explore the relationships between dependent variables 
(re-presentation and re-admission) and categorical socio-demographic, clinical 
presentation profile and health service use factors in this cohort. Fisher’s exact test was 
conducted where 80% of expected cell counts did not exceed five or when any cell did 
not exceed one.  (Pallant, 2011).  For the normally distributed continuous independent 
variables, independent sample t-tests were conducted to compare the variance in mean 
age and number of chronic diseases between re-presentation and re-admission groups 
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(dependent variables). Assumptions of equal variance in scores between dependent 
variable categories were tested with the Levene’s test (p > 0.05) (Pallant 2011). For 
continuous independent variables not normally distributed, the median number of 
presentations and community health referrals were compared between re-presentation and 
re-admission groups (dependent variables) using Mann-Whitney U tests (Pallant, 2011).  
 
Effect size was calculated during bivariate analysis, with odds ratios ( IBM, 1989-2012; 
Pallant, 2011; Polit, 2010). For t-tests the effect size was calculated with eta squared 
using the following formula;  
eta² =            t²               . 
          t² + (N1 +N2 - 2) 
The size of the effect or magnitude of the differences between categories was measured 
according to Cohen’s1988 criteria (0.01 = small effect, 0.06 = moderate effect,0.14 = 
large effect) (in Pallant, 2011, p243). The effect size from Mann-Whitney U tests was 
calculated using the z value with the following formula; r = z /√ N, where N= total 
number of cases. The size of the effect was also considered using Cohen’s 1988 criteria 
(.1 = small effect, .3 = medium effect, .5 = large effect (in Pallant 2011, p230).  
 
Following bivariate analyses, multivariable models of factors significantly associated 
with re-presentation and re-admission within one month were developed using binary 
logistic regression (Pallant, 2011). Models of predictors for re-presentations and re-
admissions were developed using a recommended seven step process (Hosmer, et al., 
2013). Step one involved careful consideration of bivariate findings. Factors were 
purposefully selected for inclusion into the initial model for regression through 
consideration of effect size and statistical and clinical significance.  
 
The following steps were undertaken using Hosmer, et al.’s (2013) process for purposeful 
selection of variables for modelling for both dependent variables separately. Variables not 
statistically significant at bivariate level were eliminated. As it has been argued that 
significance set as p < 0.05 can excluded variables of clinical importance, factors were 
considered for inclusion in the initial model if their significance was < 0.25 (Hosmer, 
Lemeshow & Sturdivant, 2013). All variables with statistically and clinically significant 
relationships with the dependent variables were then fitted into the initial models and 
their importance assessed using the Wald statistics and p value. Categorical variables 
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were tested for multicollinearity with chi squared test and continuous variables with 
correlation. Variables not statistically significant were eliminated. Variables were 
removed one at a time and the logistic statistic was assessed for differences with the 
initial model to identify those variables that made an important contribution to the 
models. Those that resulted in a change of B coefficient by 20% were noted. Then each 
variable that was seen to make an important contribution was put back in, one at a time in 
an iterative process, to assess the likelihood ratios, Wald statistics and percentage change 
in logistic coefficients and p values. This resulted in the preliminary main effects models. 
Clinically meaningful interactions were then tested in regression, resulting in the final 
effects models. Interactions were found not significant at the prescribed level p < 0.05. 
Variables were then added one at a time to reassess the contribution of each variable 
resulting in preliminary final models. Only statistically significant associations were 
retained in the models. In the final step the models were assessed for goodness of fit 
considering the log likelihood ratios, chi squared test and Homsmer Lemeshow statistics 
(Hosmer, et al., 2013). Findings are discussed and presented in Chapter Four and odds 
ratios numerically describe the strength of associations (Pallant, 2011).  
3.7 Ethics Statement  
In June 2011, Ethics approval was granted by Queensland Health Human Research and 
Ethics Committee (HREC/11/QPAH/169) and Queensland University of Technology 
Human Research Ethics Committee. The low risk ethics application was submitted to 
collect Queensland Health data from three public hospitals. Access to confidential health 
information was approved by the Director General Queensland Health under the Public 
Health Act 2005.   
 
Consistent with Queensland Health Ethics approval and expectations, the researcher 
maintained respect, privacy and confidentiality (Christians, 2005, p 139-164; Mc Kenzie, 
Neiger, & Smeltzer, 2005). Data were stored for security and confidentiality on password 
protected computers within a locked office at QUT. No one other than the research team 
had access to the data.  
 
While significant analysis into the differences across settings was undertaken, hospitals 
were assigned numbers and mostly aggregated results were reported in this thesis to 
protect the privacy of institutions (Quinn-Patton, 2002). The results were reported and 
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documented objectively (Moscoso, Tello, & Lopez, 2006) and dissemination of findings 
will be according to QUT higher research degree guidelines.  
3.8 Summary of Research Design and Methods 
The Phase One study sought to provide a description of the older sub-acute patient 
population accessing EDs and IHS in Southeast Queensland public hospitals and their 
pattern of health service use. The settings included a large metropolitan, urban and 
regional centre. After the relevant approvals were gained, a sample of cases aged over 65 
years or 45 years if from an Indigenous background, with one or more chronic conditions 
were selected from those who presented to EDs during a two month sampling time frame 
(April and May 2011) to capture re-presentations for the same problem. These 
retrospective data were collected from EDIS and CHIP records in each setting and 
generated a sample of 4354.  Data included this population’s socio-demographic and 
clinical profile and their pattern of ED and IHS use factors. Data were coded, cleaned, 
explored for normality and prepared for analysis using SPSS v 21.  
 
In the next section, ‘Phase One Results’, descriptive statistics identify the whole sample’s 
characteristics (N = 4354). The socio-demographic and clinical profile of the older sub-
acute population and their patterns of ED and IHS use are identified. Relationships 
between the clinical profile and pattern of IHS use factors and both re-presentations and 
re-admissions within one month were identified from a cohort taken from the whole 
sample. The April cohort generated a new sample (n = 2153) for analysis. 
 
The Phase One research questions drive the framework for reporting of results. Findings 
were used to generate a profile of the older sub-acute population utilising public hospital 
EDs in Southeast Queensland for acute episodes of their chronic problems and identify 
their pattern of IHS use. The important and relevant findings are presented in the next 
Chapter and discussed in Chapter Seven, when they are integrated with Phase Two 
findings for a final discussion on the overall findings from the study.  
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Figure 3.8.1 Research Design: Mixed Methods, Flow Chart  
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CHAPTER Four: Phase One Results 
4.1 Introduction  
Chapter Four addresses the first research question for the overall study: “What is the 
profile and pattern of health service use of the older sub-acute population that presents to 
emergency departments in Southeast Queensland public hospitals?”. Three research 
questions and five objectives drive the reporting of findings for the phase one study to 
answer the first research question. Findings are provided from a sample (N = 4354) of 
those who met the inclusion criteria: aged over 65 years or 45 years if from an Indigenous 
background with chronic conditions,  presenting to three public hospital EDs in Southeast 
Queensland.  
 
 The total sample according to setting is described first. A description of findings is 
provided from aggregated data (N =4354) to provide a socio-demographic and clinical 
profile followed by the pattern of ED and IHS use.  Analyses of a cohort identified from 
the whole sample (n =2153) demonstrated relationships between clinical profile and 
pattern of IHS use factors and re-presentation and re-admissions. The findings from 
logistic regression analyses which examined these relationships are presented to address 
four hypotheses in Chapter Three, Section 3.3.5. 
4.2 Profile of ED Presentations According to Setting  
While the setting of three public hospitals in Southeast Queensland was described in the 
previous section, the identity of the facilities has been protected by assigning each facility 
a number and reported findings are from aggregated data. Of the total ED presentations 
from all three settings (n =27523) during the sampling time frame, April 1st to May 31st 
2011, 15.16% (n =4172) aged over 65 years, and 0.66 % (n =182) Australian Indigenous 
presentations aged over 45 years were eligible cases that met inclusion criteria. A sample 
of 4354 eligible cases for analysis was generated. (See Table 4.2.1) Note that as 
percentages are rounded in SPSS they don’t always add to exactly 100% over several 
categories in the following sections. Table 4.2.1 demonstrates the proportion of all ED 
presentations that was eligible and the total eligible sample collected from all three 
hospitals during April and May in 2011.  
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Table 4.2.1 Proportion of Eligible Cases from all ED Presentations April & May 
2011 
Hospital 
 
Eligible Cases 
1 
 
n 
  
 
(%)* 
2 
 
n 
  
 
(%)*  
3 
 
n 
 
 
(%)*  
Total Eligible 
Cases 
           n (%)* 
Over 65 years 1683 (19.29) 1029 (9.82) 1460 (17.54) 4172 (15.16) 
        
Indigenous over 45 years 92 (1.06) 58 (0.55) 32 (0.38)      182 (0.66) 
Total Eligible Cases  1775 (20.4) 1087 (10.4) 1492 (17.9)    4354 (15.8) 
Total ED Presentations  
April & May 2011 
8724   10474  8325      27523 
* Percentage of total ED presentations during April & May 2011 
4.3 Socio-demographic and Clinical Profile of Eligible Cases -April 
May 2011 
4.3.1 Objective One: Socio-demographic Profile of Eligible Cases  
Descriptive statistics demonstrate eligible cases’ socio-demographic profiles. Data 
included: age, gender, country of birth, Indigenous status, marital status, source of income 
and insurance status. Findings indicated that while ages in eligible cases (N = 4354) 
ranged from 45 to 99 years and the mean age was 75.3 years (SD= 8.7), most were aged 
65 to 74 years. Males (51.2%, n =2230) and females (48.8%, n =2124) in the sample were 
evenly distributed. A higher percentage of cases (60.4%, n =2629) was born in Australia. 
Australian Indigenous presentations were a minority (4.2%, n =182), with most being 
Aboriginal (3.7%, n =160). Most were married (54.7%, n =2382), pensioners (71.9%, n 
=3129) and reliant on Medicare (85.4%, n =3717). Table 4.3.1.1 presents all eligible cases 
in age groups and Table 4.3.1.2 demonstrates all eligible cases’ socio-demographic 
profile and the differences between hospital settings.  
 
Table 4.3.1.1 Eligible Cases in Age Groups 
Ages in 4 Groups n (%) 
45 to 64  141   (3.2) 
65 to 74 1989 (45.7) 
75 to 84 1567  (36) 
85 to 110  656 (15.1) 
Total   4354 (100) 
* Percentage & number of total eligible ED presentations 
 during April & May 2011 
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Table   4.3.1.2   Eligible Cases’ Socio-Demographic Profile 
 Hospital 1                Hospital 2  Hospital 3  Total 
Eligible 
Cases* 
 
 Frequency % Frequency % Frequency % Frequency % 
Male                
Female 
1008       
 767 
56.8 
43.2 
479         
608 
44.1 
55.9 
743         
749 
49.8 
50.2 
2230       
2124 
51.2  
48.8 
Country of Birth 
Australian             
UK                       
New Zealand     
Europe                   
Russia                          
Asia                     
India                   
Middle-East               
Africa                      
Canada                
North America          
South America  
Pacific and Indonesian 
Islands  
Not Stated 
 
1038              
210                  
62            
193                  
1                
62                  
19                
27                     
27                     
1                     
5                     
14                 
41 
 
75 
 
58.4 
11.8
3.5 
10.9
0.1 
3.5
1.1 
1.5
1.5
0.1
0.3
0.8
2.3 
 
4.2 
 
595            
202               
65               
119                
1                 
10                 
9                        
9                  
10                  
4                        
1                  
1                     
48 
 
13 
 
54.7 
18.6 
6.0 
10.9 
0.1
0.9
0.8
0.8
0.9
0.4
0.1
0.1
4.4 
 
1.2 
 
996         
231                
47                
135                              
0 
17               
7                  
4               
14               
12                
0 
5                       
5                     
 
19 
 
66.8  
15.5 
3.2 
9.0
0 
1.1 
0.5
0.3 
0.9 
0.8 
0 
0.3
0.3
 
1.3 
 
2629         
643            
174              
447               
2                  
89               
35                  
40                       
51                   
17                       
6                   
20                   
94 
 
107 
 
60.4 
14.8 
4.0 
10.3 
0.0
2.0 
0.8
0.9
1.2
0.4
0.1
0.5
2.2 
 
2.5 
Indigenous Status 
Aboriginal                   
ATSI                       
TSI                                                   
Indigenous background                 
Not Indigenous    
 NOT STATED 
 
80                  
10                     
1                                         
1                                    
1683                  
0 
 
4.5
0.6
0.1
0.1
94.8
0 
 
55                 
2                      
1                                          
0                                        
1015             
14 
 
5.1
0.2
0.1
0
93.4 
1.3 
 
25                
5                      
2
0                                
1458           
2 
 
1.7 
0.3
0.1 
0
97.7 
0.1 
 
160               
17                   
4                                             
1                 
4156               
16 
 
3.7 
0.4
0.1
0.0     
95.5 
0.4 
Marital Status 
Married         
Widowed       
Divorced            
Never Married  
Separated              
Not stated  
 
898          
365         
200          
128           
64            
120 
 
50.6 
20.6 
11.3 
7.2 
3.6  
6.8 
 
626           
232             
104           
63             
40             
22 
 
57.6 
21.3 
9.6 
5.8 
3.7 
2.0 
 
858         
389         
144           
49             
33             
19 
 
57.5 
26.1 
9.7 
3.3 
2.2 
1.3 
 
2382          
986           
448            
240              
137             
161 
 
54.7 
22.6 
10.3 
5.5 
3.1 
3.7 
Source of Income 
Pensioner            
OTHER  
Employed  
Unemployed            
Home Duties     
Not Stated  
STUDENT 
 
1349            
134               
123             
29               
37               
102                
1 
 
76  
7.5  
6.9  
1.6  
2.1 
5.7  
0.1 
 
672            
283         
36           
23             
37           
36                
0 
 
61.8 
26  
3.3 
2.1 
3.4 
3.3 
 0 
 
1108     
132           
164            
10               
53               
25              
0 
 
74.3 
8.8  
11 
0.7 
3.6 
1.6 
 0 
 
3129             
549                 
323                        
62                   
127                
163                  
1 
 
71.9               
12.6              
7.4   
1.4           
2.9            
3.7             
0.0 
Insurance Status 
Medicare only 
No  insurance  or                 
Medicare Ineligible 
Other  Insurance 
Private Health Insurance      
Travel Insurance 
Unknown      
 
1709 
  4 
 
12 
24 
4 
22 
 
96.3 
0.2 
 
0.7 
1.4 
0.2 
1.2 
 
1050 
4 
 
14 
11 
0 
8 
 
96.6 
0.4 
 
1.3 
1.0 
0 
0.7 
 
958 
5 
 
87 
425 
1 
16 
 
64.2 
0.3 
 
5.8 
28.5 
0.1 
1.1 
 
3717 
13 
 
113 
460 
5 
46 
 
85.4 
0.3 
 
2.6 
10.6 
0.1 
1.1 
Age Mean 
        SD 
74.2 
8.38 
     74.46 
8.85 
     77.14 
8.54 
   75.27 
8.66 
   
  
TOTALS 1775 100 1087 100 1492 100 4354 100 
* Percentage & number of total eligible ED presentations during April & May 2011 
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4.3.2 Objective Two:  Eligible Cases’ Clinical Profile  
Descriptive statistics demonstrate eligible cases’ clinical profile variables. Data included; 
the number of presentations, the presenting complaint as chronic disease (PCCD), both 
presenting complaint (PC) type and history of chronic conditions, types by ICD codes 
(QLD Health2011), history of risk factors and the number of chronic conditions. During 
the sampling time frame, most eligible cases presented only once (83.4%, n = 3633), 
16.7% (n =725) re-presented to ED and few had multiple presentations.  Table 4.3.2.1 
shows the clinical profile of all eligible cases and differences between settings.  
 
 
Table 4.3.2.1 Eligible Cases’ Clinical Profile on Presentation 
Hospital No.        1         2     3    Total Eligible     
  Cases * 
 frequency % frequency % frequency % Frequency % 
Presenting Complaint 
Chronic Disease       Yes  
                                   No 
                          
1582          
193        
  
89.1 
10.9 
               
880            
207     
      
81 
 19 
             
1224       
268  
     
82 
18 
                
3686          
668 
 
84.7
15.3 
No. Presentations  Mean 
                                 SD 
1.17 
0.52 
 1.23 
0.69 
 1.30 
0.73 
 1.2 
0.64 
 
Representations to ED 
Yes 
No 
 
234          
1541 
 
13.2 
86.8 
 
184          
903 
 
16.9 
83.1 
 
307       
1185 
 
20.6
79.4 
 
725          
3629 
 
16.7
83.3 
Totals 1775 100 1087 100 1492 100 4354 100 
* Percentage & number of total eligible ED presentations during April & May 2011. 
 
 
A majority of eligible cases presented with chronic problems or a complication of chronic 
conditions (84.7%, n=3686). The most common presenting complaint was for types of i) 
cardiovascular disease (CVD) or their complications (23.1%, n=1007), including 
ischaemic heart disease, atrial fibrillation, mitral valve disease and hypertension, ii) 
gastrointestinal (GIT) disorders (12.5%, n=545), for example: ulcers, reflux and 
diverticulosis and iii) injuries related to falls (11.5%, n=502), which included contusions 
abrasions and fractures. Figure 4.3.2.1 shows the frequencies and proportions of chronic 
conditions as presenting complaints in eligible cases during April and May 2011. 
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Figure 4.3.2.1 Presenting Complaints in All Eligible Cases April & May 2011 
 
In addition to presenting complaints, many eligible cases also had risk factors for chronic 
diseases and a history of other comorbidities which were among the National Health 
Priority Areas (AIHW, 2013a). Eligible cases had a mean of 4.01 (SD = 2.43) chronic 
conditions.  The most prevalent risk factor was hypertension (HTN) (50.8%, n=2155), 
followed by having a history of high cholesterol (36.5%, n=1548) and both are considered 
risk factors for CVD (AIHW, 2008a; National Heart Foundation, 2009). In the context of 
multiple comorbidities, the three most common chronic conditions reported in patients’ 
history on presentation were for  i) CVD (77.4%, n =3283), ii) GIT disorders (39%, n 
=1656), and iii) muscular or skeletal problems (36%, n =1526) for example arthritis, knee 
replacements, back pain, osteoporosis and more. Approximately a quarter of the sample 
2% 
23% 
1% 
5% 
10% 
6% 
0% 
1% 
2% 
11.5% 
4% 
12% 
8% 
1% 
6% 
1% 
6% 
1.00 Cancer (1.9%, n=82)
2.00 Cardiovascular Disease (23.1%, n=1007)
3.00 Diabetes (1.5%, n=64)
4.00 Chronic Kidney Disease (5.5, n=239)
5.00 Chronic Respiratory Disease (9.6%, n=418)
6.00 Muscular Skeletal  (6.3%, n=273)
7.00 Dementia/cognitive (0.1%, n=6)
8.00 Mental Health Conditions (1.2%, n=54)
9.00 Oral Health-ENT (1.9%, n=81)
10.00 Injury /fall (11.5%, n=502)
11.00 Infectious Diseases (3.7%, n=160)
12.00 GIT /liver (12.5%, n=545)
13.00 Neurological (8.1%, n=354)
14.00 Toxicology (0.9%, n=38)
15.00 Traumal /injury (5.6%, n= 252)
16.00 Sight hearing (1.3%, n=57)
17.00 Other chronic Problems (5.3%, n=232)
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had diabetes (25.3%, n =1074) or respiratory diseases (24.9%, n =1058), (for example, 
asthma, emphysema and more). One in five had cancer or chronic kidney disease (CKD) 
(22.5%, n =956; 21.2% n = 901, respectively), suggesting high disease burden in the 
sample.  Table 4.3.2.2 demonstrates the frequency and number of risk factors and chronic 
diseases in all eligible cases and the differences between settings. 
Table 4.3.2.2 Eligible Cases’– History of Chronic Conditions and Risk Factors 
 Hospital 1                Hospital 2  Hospital 3     All Eligible 
Cases* 
Frequency(n) %  n % n % n % Total  n % 
Risk Factors  Hypertension 
  High cholesterol   
  Smoking 
 Obesity 
 
922 
704 
343 
65 
 
52.8 
40.3 
19.7 
3.7 
 
612 
495 
184 
41 
 
56.3 
45.6 
17 
3.8 
 
621 
349 
134 
45 
 
44 
24.7 
9.5 
3.2 
 
2155 
1548 
661 
151 
 
50.8 
36.5 
15.6 
3.6 
Cancer 459 26.3 225 20.7 272 19.3 956 22.5 
Cardiovascular Diseases CVD 1346 77.1 863 79.4 1074 76 3283 77.4 
Diabetes DM 489 28 301 27.7 284 20.1 1074 25.3 
Chronic Kidney Disease CKD 426 24.4 206 19 269 19.1 901 21.2 
Respiratory Diseases 429 24.6 339 31.2 290 20.5 1058 24.9 
Musculo-Skeletal,  643 36.8 469 43.2 414 29.3 1526 36 
Dementia 81 4.6 50 4.6 82 5.8 213 5 
Mental Health 325 18.6 172 15.9 219 15.5 716 16.9 
Oral -ENT 12 0.7 19 1.8 32 2.3 63 1.5 
Injury, falls 170 9.7 57 5.3 197 14 424 10 
Infectious & communicable 
diseases 
52 3 59 5.4 61 4.3 172 4.1 
Gastrointestinal GIT" 729 41.8 486 44.8 441 31.2 1656 39 
Neurological 141 8.1 98 9.0 151 10.7 390 9.2 
Toxicology 174 10 72 6.6 49 3.5 295 7 
Trauma-injury 6 0.3 4 0.4 60 4.2 70 1.7 
Sight-hearing 166 9.5 76 7.0 88 6.2 330 7.8 
Other chronic problems 
 not listed above 
369 21.1 200 18.4 241 17.1 810 19.1 
Number of chronic    Mean 
diseases                     SD 
3.9 
2.3 
      4.0  
2.1 
       3.2 
2.9 
 4.0 
2.4 
 
* Percentage & number of total eligible ED presentations during April & May 2011 
 
4.3.3 Objective Three: Eligible Cases Pattern of ED Utilisation 
This section demonstrates eligible cases’ pattern of ED use. Factors included: mode of 
arrival, mode of referral, Australian triage scores (ATS), provisional diagnosis, discharge 
destination, length of stay and re-admissions. Most eligible cases arrived by ambulance 
(57.1%, n = 2485) and were self-referred (89.7%, n = 3907).  Few were referred by their 
GP (5.2%, n = 228) or specialists (0.1%, n = 4). Most (75.7 %) eligible cases were 
categorized as urgent to emergent on arrival (ATS 1: resuscitation, ATS 2: emergent, 
ATS 3: urgent), and 54.3% (n =2363) was categorised ATS 3 or 8.5 % of the total adult 
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ED presentations (n =27523) during the sampling time frame. Findings indicated that the 
sample tended to be more urgent than all other Australian ED presentations during 2011-
12  (an equivalent time period for the study) where less than half were categorised as ATS 
1 and  2 (10.8%) , or ATS 3 (34.1%), (AIHW, 2012b). Table 4.3.3.1 demonstrates the 
pattern of ED use among eligible cases during April and May 2011 and differences 
between settings. 
Table 4.3.3.1 Eligible Cases’ Pattern of Emergency Department Utilisation 
                                 Hospital 1                Hospital 2 Hospital 3    All Eligible 
Cases* 
 frequency % frequency % frequency % frequency % 
Mode of Arrival 
Ambulance  
Walked in     
Police              
Helicopter/fixed wing 
Other 
unknown 
 
1106           
634               
11                
12                
11                  
1 
 
62.3
35.7
0.6 
0.7 
0.6 
0.1 
 
556         
519             
1                  
0                   
11                  
0 
 
51.1 
47.7 
0.1    
0    
1.0    
0 
 
823           
666             
2                  
0                  
0                  
1 
 
55.2
44.6
0.1       
0          
0  
0.1 
 
2485        
1819             
14                
12                
22                  
2 
 
57.1 
41.8 
0.3 
0.3 
0.5
0.0 
Mode of referral 
Self/ family/friends 
GP 
Community Services 
Other Hospital 
Specialist 
Police 
Other not   Listed 
OPD 
Within- Same ED 
Unknown 
 
1524          
108              
15                
98 
2                    
3                     
2                  
21                  
0                              
2 
 
85.9
6.1 
0.8 
5.5 
0.1 
0.2 
0.1 
1.2 
0 
0.1 
 
978           
80               
2                 
8 
   
0
          
2 
15                
0                  
0                  
2 
 
90.0 
7.4 
0.2
0.7 
0     
0.2 
1.4     
0         
0     
0.2
 
1405         
40                
0                  
9 
2                  
0                  
0                  
4               
31               
1 
 
94.2
2.7   
0  
0.6 
0.1  
0     
0  
0.3 
2.1 
0.1 
 
3907          
228              
17              
115 
4                    
5                  
17                
25                
31                  
5 
 
89.7 
5.2 
0.4 
2.6 
0.1
0.1
0.4 
0.6 
0.7
0.1 
Australian Triage Scale 
1. Resuscitation 
2. Emergent 
3. Urgent 
4. Semi-urgent 
5. Non-urgent 
 
68                
475              
920                 
257                  
55                
 
3.8 
26.8
51.8
14.5
3.1 
 
9             
191            
656                
204           
27 
 
0.8 
17.6 
60.3 
18.8 
2.5 
 
4              
184            
787              
380                  
137 
 
0.3 
12.3
52.7 
25.5
9.2 
 
81              
850           
2363          
841            
219 
 
1.9 
19.5 
54.3 
19.3 
5.0 
 Discharge destination 
Admitted                      
Admitted to ED/ obs ward   
Discharged          
Transferred                      
Did not wait                   
Left after  start of      
treatment                         
Died 
          
  1103             
16          
589            
13             
37               
11 
 
0 
 
62.1
0.9 
33.2
0.7 
2.1 
0.6 
 
0 
              
459            
1                
572            
29                 
15                  
9 
 
0 
42.2
0.1
2.6 
2.7
1.4
0.8 
 
0 
            
295         
113           
917              
150              
10             
5 
 
1 
      
19.8
7.6 
61.5
10.1
0.7 
0.3 
 
0.1 
             
1857          
130          
2078          
192           
62             
25 
 
1 
42.7 
3.0 
47.7 
4.4  
1.4  
0.6 
 
0 
Readmissions                  
Yes      
 
102 
 
5.8 
 
48 
 
4.4 
               
52 
        
3.5 
                  
202         
  
4.6 
Length of stay in minutes  
Median 
Range                                    
       
366.5 
00 to 4420 
* Percentage & number of total eligible ED presentations during April & May 2011 
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The highest percentage of provisional diagnoses on discharge was attributed to CVD 
(24.5%, n =1067), followed by trauma-related injuries (13.2%, n=576) and gastro-
intestinal related problems (11.1%, n = 483). Of note, fall-related injuries accounted for 
10% of presenting complaints, but only 0.5% of diagnoses and trauma-related injuries 
were only 1.7% of presenting complaints. Injuries sustained with falls were documented 
as trauma diagnoses, according to ICD codes and not falls, leading to a potential for 
underestimating the magnitude of falls. Figure 4.3.3.1 shows the percentage of 
provisional diagnosis among eligible cases in April and May 2011, by ICD code type.   
 
 
 
Figure 4.3.3.1 Eligible Cases’ Principle Diagnosis on Discharge from ED during April & May 
2011 
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4.3.4 Objective Four: Eligible Cases’ Pattern of Interface Health Service (IHS) 
Use 
Descriptive statistics demonstrated eligible cases’ pattern of IHS utilisation. Data 
included: referral to IHS, seen by IHS clinicians, risk screening, referral to community 
health services (CHS) by IHS clinicians, and uptake of community health services (CHS). 
Overall, a high proportion of eligible cases did not access IHS, risk screening or referral 
to CHS or support.  Few (10.5%, n =455)  eligible cases were referred to IHS clinicians 
by ED staff, which is less than reported in similar programs (Ngian, et al.,2008; Shanley, 
et al., 2008). Although a minority 16% (n =695) was seen by IHS clinicians, findings 
show proactive case finding. Few had risk screening tools completed in ED (10.8%, n = 
471), received referrals from IHS clinicians to community health services (CHS) on 
discharge from the ED (6.6%,  n = 287), or accepted new CHS (1.2%, n = 51). The 
median length of stay (366.5 minutes or 6.1 hours) exceeded the four hour NEAT criteria 
benchmarked for EDs (NSW Government, 2014) Figure 4.3.4.1 shows the number of 
eligible cases referred to IHS during April and May 2011. Table 4.3.4.1 (page.106) shows 
eligible cases’ pattern of IHS use during April and May 2011 and differences between 
settings. 
 Figure 4.3.4.1 Number of eligible cases referred to IHS during April & May 2011 
242 
150 
63 
1533 
937 
1429 
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Table 4.3.4.1   Eligible Cases’ Pattern of Interface Health Service Use 
                                 Hospital     
       1                
 Hospital  
       2 
 Hospital  
      3    
 Total 
Eligible 
cases* 
Frequency n (%) n % n % n % n % 
Referral to CHIP              
Yes                                  
No 
               
242
1533 
  
13.6
86.4 
              
150             
937 
13.8
86.2 
               
63             
1429 
        
4.2 
958 
                  
455              
3899 
  
10.5 
89.5 
Risk Screen Tool               
Yes                                   
No 
                 
360
1415 
 
20.3
79.7 
                
93              
994 
8.6 
91.4 
                
18             
1474 
          
1.2 
98.8 
                
471              
3883 
      
10.8 
89.2 
Seen by CHIP                 
Yes                                  
No                                
Follow-up A/Hours 
                 
374
1353    
48 
 
21.1
76.2
2.7 
              
140            
943              
4 
12.9
86.8
0.4 
                  
181               
1311                 
0 
 
12.1
87.9 
0 
               
695               
3607              
52 
16 
82.8 
1.2 
Referral to CHS                 
Yes                                           
No 
               
198
1577 
 
11.2
88.8 
               
60            
1027 
   
5.5 
94.5 
              
29             
1463 
          
1.9 
98.1 
                
287              
4067 
    
6.6  
93.4 
Number of CHS 
referrals Nil                                         
1                                             
2                                             
3                                                  
4  
               
1576
137
46
14
3 
  
88.7
7.7
2.6
0.8
0.2 
                  
977            
69              
21                 
16                   
4 
89.9
6.3 
1.9 
1.5 
0.4 
          
1487          
27                
0                 
2                     
0 
 
98.1
1.8  
0  
0.1  
0 
             
4042            
232             
66                  
32                      
7 
    
92.3 
5.3 
1.5 
0.7 
0.2 
Uptake of  CHS        
Services not needed     
Services declined             
Discharged  
          without CHS  
          with same CHS   
          with new CHS  
 
  Admitted for follow-up  
        with  ward IHS RN                  
Needs Service                
Unknown  needs 
              
24             
145                   
 
2            
74           
32             
 
99             
 
20      
1379 
         
1.4 
8.2  
 
0.1 
4.2   
1.8  
 
5.6  
 
1.1 
77.7 
              
11          
20           
 
10           
23              
3              
 
81 
 
0            
939 
1.0 
1.8  
 
0.9 
2.1  
0.3  
 
7.5      
 
0
86.4 
                 
0                  
0                
 
30          
34           
16            
 
94  
 
0         
1318 
       
0      
0     
 
2 
2.3  
1.1  
 
6.3 
 
0 
88.3 
                 
35            
165                
 
42            
131                 
51                  
 
274 
 
20           
3636 
    
0.8 
3.8  
 
1 
 3.0  
1.2   
 
6.3 
 
0.5 
83.5 
No. CHS referrals   Mean 
                                   SD 
      0.1114 
0.438 
 
Total 1775 100 1087 100 1492 100 4354  100 
* Percentage & number of total eligible ED presentations during April & May 2011 
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4.4 Objective Five: Factors Associated with Re-presentation and  
Re-admission to ED 
Section 4.4 addresses the final research question for the Phase One study, “What are the 
factors associated with re-presentations or re-admissions in the older sub-acute 
population presenting to emergency departments in Southeast Queensland public 
hospitals?”  Re-presentations and re-admissions were of interest because IHS is a 
hospital avoidance strategy (QLD Health, 2005). Findings are reported from analysis of a 
subsample of eligible cases profiled in the previous section. All cases presenting during 
April 2011were followed for one month to identify those that re-presented or were re-
admitted within one month of the index visit. A new sample of 2153 cases was analysed. 
Of these 17.7% (n =382) of cases re-presented to ED within one month.  
4.4.1 The Relationship Between Re-Presentations and Socio-demographic and 
Clinical Profile Factors  
To address the first hypothesis in Chapter Three, Section 3.3.5, chi square test for 
independence demonstrated relationships among re-presentations and socio-demographic 
and clinical profile factors. The statistical significance at the prescribed level (in this 
study; p = 0 .05) estimates the differences in relationship between groups but not the 
degree of the relationship (Tabachnick & Fidell 2007). Relationships, especially in large 
samples, may therefore be statistically significant, but the effect size indicates the degree 
to which the relationship is of any practical use (Tabachnick & Fidell 2007). Effect size 
was calculated with the correlation coefficient (Cramer’s V or Phi) according to Cohen’s 
1988 criteria (in Pallant, 2011, p220), which is considered to reflect the effect or strength 
of the relationship: the larger the coefficient the larger the effect size (Pallant, 2011; 
Tabachnick & Fidell, 2007, p54). The likelihood of re-presentation between factors was 
also calculated with risk indices (odds ratios, OR) in chi squared tests or logistic 
regression within SPSS (Polit 2010, p63). Relationships between the dependent and 
continuous variables were demonstrated with unpaired t-tests for normally distributed 
variables (age in years and number of chronic diseases) and Mann Whitney tests for those 
not normally distributed (number of presentations and number of community health 
referrals).  
      | CHAPTER Four: Phase One Results 108 
 
Source of income and insurance status factors were the only socio-demographic factors 
significantly associated with re-presentations. Odds ratios indicate that compared to those 
employed or with other sources of income, the odds of re-presentation were 50% more 
likely in pensioners (OR= 1.5, 95% CI1.4 to 2.01). The prevalence of re-presentations 
was higher for pensioners or the unemployed (19.1%, n = 314) than for those employed 
or with other sources of income (13.5%, n =68).  Although the prevalence of re-
presentations was higher for those with private health insurance (22.9%, n =53), the 
number of re-presentations was higher in those reliant on Medicare (16.9%, n =311) (p = 
0.043). An unexpected finding was that compared to those with private health insurance, 
the odds of representation are 1.47 times less likely in those reliant on Medicare (OR .68, 
95% CI .49 to .95). Table 4.4.1.1 shows the relationships between re-presentation and 
socio-demographic factors. 
Table 4.4.1.1 Re-presentation: Association with Socio-demographic Factors  
 Chi² 
X² 
N df Sig Unadjusted 
OR 
95% CI 
Gender 
   Male(1) 
   Female 
.237* 2153 1 .626 
 
.587 
 
1.00 
.940 
 
 
.754 to 1.17 
County of birth   
    Oceania(1) 
    NW Europe 
    SE mid Europe 
    Asia India  
    Americas 
4.88** 2153 4 .300 
.322 
.714 
.455 
.342 
.087 
 
1.00 
1.06 
.87 
1.33 
2.09 
 
 
.77 to1.45 
.609 to1.25 
.74 to2.40 
.90 to 4.86 
Indigenous status 
    No(1) 
    Yes 
.040* 2153 1 .854  
1.00 
1.11 
 
 
.624 to1.97 
Marital status 
  Married(1) 
 Widow/divorced/ 
  separated 
  Never Married 
.952 2092 2 .621 
.622 
.403 
 
.503 
 
1.00 
1.10 
 
1.18 
 
 
.88 to 1.39 
 
.727 to1.90 
Income 
   Employed/other   
    source(1) 
   Unemployed/      
   pensioner    
7.89* 2153 1 .005 
 
 
.004 
 
1.00 
 
1.51 
 
 
 
1.4 to 2.01 
Insurance 
   Private health(1) 
   Other  
   Medicare 
6.31 2153 2 .043 
.044 
.894 
.023 
 
1.00 
.96 
.68 
 
 
.52 to1.76 
.49 to .95 
*Yates Continuity Correction;**Fisher’s Exact Test  
(1) =Referent group for OR  
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Table 4.4.1.2 Re-presentation: Association with Clinical Presentation  
 X² df n Sig Unadjust
ed OR 
95% CI 
Presenting Complaint 
Chronic Disease(PCCD) 
   No(1) 
   Yes 
.008* 1 2153 .927  
 
1.00 
1.03 
 
 
 
.76 ,  1.39 
Presenting Complaint  
Type(PC type all groups)  
30.37*
* 
16 2153 .012   
PC Type 12 groups 
   Neuro/cognitive (1)      
   CVD 
   DM 
   CKD  
    Respiratory 
   Muskeletal  
   MH 
   Cancer  
   Injuries/falls trauma 
   Infectious/toxicol 
   GIT 
   Other   
22.75*
* 
11 2153 <.001 
.026 
.073 
.001 
.595 
.507 
.242 
.630 
.761 
.770 
.041 
.255 
.617 
 
1.00 
.61 
.49 
.77 
.83 
.74 
1.14 
.84 
1.12 
.63 
.70 
.89 
 
 
.35,  1.05  
.32, .76 
.30,  2.0 
.48, 1.44 
.45, 1.22 
.67, 1.96 
.27,  2.64 
.53, 2.33 
.41, .98  
.38, 1.29 
.57, 1.39 
History Yes/No 
 Hypertension, No(1) : Yes 
 
.751* 
 
1 
 
2110 
 
.386 
 
1.11 
 
.90,  1.29 
 High  cholesterol, (1)  2.94* 1 2110 .087 1.23 .98,  1.55 
Smoking,              (1) 14.07* 1 2110 <.001 1.75        1.31,  2.34 
Obesity,                (1)  2.52* 1 2110 .113 1.58 .94,  2.66 
Cancer    (1) 5.23* 1 2110 .022 1.35 1.05, 1.73 
CVD      (1) 4.61* 1 2110 .032 1.38 1.04, 1.83 
Diabetes (1) .008* 1 2110 .929 .979 .75, 1.27 
CKD      (1) 14.05* 1 2110 <.001 1.63 1.27, 2.10 
Resp disease            (1) 6.94* 1 2110 .008 1.41 1.10,  1.80 
Muscular –skeletal  (1) 9.34* 1 2110 .002 1.43 1.14, 1.79 
Dementia                 (1) .014* 1 2110 .905 1.08 .62, 1.88 
Mental Health         (1) 9.33* 1 2110 .002 1.55 1.18,  2.05 
ENT                        (1) .395* 1 2110 .529 1.46 .62,  3.45 
Injury related falls   (1) .242* 1 2110 .623 1.11 .78, 1.60 
Infectious/communicable 
diseases          (1) 
5.32* 1 2110 .021 1.77 1.11, 2.83 
GIT Liver       (1) 15.63* 1 2110 <.001 1.58 1.26, 1.97 
Neurological   (1) 5.33* 1 2110 .021 1.51 1.08, 2.13 
Toxicol / drug & alcohol (1) .002* 1 2110 .965 1.03 .68, 1.58 
Trauma related injury      (1) .000* 1 2110 .988 1.1 .48,  2.54 
Visual /hearing impaired (1) .011* 1 2110 .916 1.05 .70, 1.57 
Other chronic problems   (1) 21.06* 1 2110 <.001 1.83 1.41, 2.36 
*Yates Continuity Correction;**Fisher’s Exact Test,   (1) = No (Referent group for OR) 
 
Table 4.4.1.2 shows a number of clinical presentation factors had statistically significant 
relationships with re-presentations within one month.  As there were no re-presentations 
in those presenting with  dementia, and less than five for drug or alcohol related 
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problems, mental health and sight and hearing, presenting complaint categories were 
collapsed to maintain National Priority Areas (AIHW, 2013a), and to meet CHI square 
test cell requirements (Hosmer et al, 2013; Pallant 2011). The type of presenting 
complaint was associated with re-presentations (Fisher’s exact test, p = 0.012). The 
proportion of re-presentations was higher among those presenting with muscular skeletal 
(25.4%, n =29), cancer (25%, n =12), other chronic problems (23%, n =43) than among 
those without these chronicities. However, the number of re-presentations was higher in 
those presenting with CVD (12.9%, n =64), trauma or falls related injuries (15.9%, n =61) 
and GIT conditions (21.1%, n =60) than those without.  Figure 4.4.1.1, demonstrates 
presenting complaint types among re-presentations in the April 2011 sample .   
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The only risk factor to have a statistically significant association with re-presentations 
was smoking (p < 0.001). Compared to non–smokers, the odds of re-presentations were 
1.75 times more likely in smokers (OR = 1.75, 95% CI = 1.31 to 2.34).  A quarter 
(25.9%, n=76) of smokers re-presented to ED compared to 16.7%, n=303) of non-
smokers. Although there was a trend toward high cholesterol being associated with re-
presentation and the prevalence of re-presentations was higher in those with hyper-
cholesterolaemia (25.3%, n =20) than those without (17.7%, n =359), the OR indicated 
this difference was not significant. Table 4.4.1.2 on page 109 also demonstrates at 
bivariate level, statistically significant associations between re-presentation and having a 
history of a number of chronic problems according to ICD codes (Queensland Health 
2011). Odds Ratios(OR) demonstrate that compared to those without a history of 
chronicity, the odds of re-presentation were highest in those with a history of other 
chronic problems, for example, haematological or autoimmune disorders, (OR = 1.83, 
95% CI 1.41 to 2.36), infectious or communicable conditions, for example cellulitis, 
urinary or respiratory infections, hepatitis (OR = 1.77, 95% CI = 1.11 to 1.97), and 
chronic kidney or renal problems such as renal failure, benign prostatic hypertrophy, renal 
colic (OR = 1.63, 95% CI = 1.27 to 2.10). Relative to cardiovascular conditions, the odds 
of representation were also approximately 50% more likely in those with gastrointestinal, 
neurological or cognitive impairment, mental health, muscular-skeletal or respiratory 
conditions, as indicated by the unadjusted odds ratios in Table 4.4.1.2 on page 109. 
 
392T here was also a statistically significant association between re-presentations and 
principal diagnosis (PD)392T (392Tp = 0.037). 392TPD was also collapsed and recoded to meet cell 
requirements (Pallant 2011) and retain National Health Priority Areas (AIHW, 
2013a). 392T he prevalence of re-presentations was highest among those with a diagnosis of 
cancer (27.4%, n =17), but a higher number of re-presentations occurred in those 
diagnosed with other chronic conditions or those not listed (21.1% n = 70) and CVD 
(13.6%, n =69). The highest risk of re-presentation was in those diagnosed with cancer 
(OR = 2.4, 95% CI = 1.30 to 4.43).  Table 4.4.1.3 shows the relationships between re-
presentations and PDs in the April 2011 sample. Figure 4.4.1.2 shows the number of re-
presentation in eligible case by diagnostic category or PD. 
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Table 4.4.1.3 Representation: Association with Diagnosis 
 
 X² df n Sig Unadjusted 
OR 
95% CI 
Principle Diagnosis 
  CVD (1)  
  MH/Cognitive/Neuro 
  CKD  
  Respiratory 
  Muscular skeletal 
  Cancer 
  Injuries, falls /Trauma 
Infectious/Drug/Alcohol      
  GIT 
  Other  
17.82 9 2153 .037 
.041 
.626 
.135 
.100 
.191 
.005 
.558 
.006 
.060 
.005 
 
1.00 
1.14 
1.44 
1.47 
1.48 
2.40 
1.13 
1.89 
1.48 
1.70 
 
 
.67,     1.96 
.89,      2.32 
.93,      2.33 
.82,      2.66 
1.30,    4.43 
.75,      1.70 
1.20,    2.96 
.98,      2.22 
1.18,    2.45 
392T(1) =  CVD (Referent group for OR) 
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392TAn independent samples t-test was conducted to compare mean age and number of 
chronic diseases between representations Yes/No. There was no significant difference in 
mean age for re-presentation groups Yes (M =76.01, SD =8.89) and NO (M =75.15, SD 
=8.36, t (2151) = -1.81, p = 0.842 two tailed. The magnitude in the difference in means 
(mean difference = -.86, 95% CI = -1.80 to 0.72) was negligible (eta² = -0.0017). There 
was a significant difference in the number of chronic conditions between re-presentations, 
for Yes (M = 5.06, SD = 2.75) and No (M = 3.79, SD = 2.27, t (2105) =  -8.42,  p <  
0.001, two tailed). The magnitude of the difference in means (mean difference = -1.28, 
95% CI = -1.57 to -.98) was negligible (eta² = -.008). 
 
392TA Mann Whitney U test demonstrated no significant difference in the number of 
community service referrals by IHS clinicians between re-presentations Yes (Md =.00, n 
=382), No (Md =.00, n =1771), U=334443.500, z = -0.715, p = .475, r = -0.015 
(negligible effect). Although statistically significant, a Mann Whitney also demonstrated 
no difference in median number of presentations 392Tbetween re-presentations groups Yes 
(Md =1, n=382) and No (Md =1, n =1771), U =260947.500, z =-11.69, p < 0.001, r = -
0.25 (negligible effect).  
4.4.2 The Relationships between Pattern of ED Use Factors and Re-
Presentation   
392TChi squared test for independence demonstrated the relationship between re-presentations 
and pattern of ED use factors.   Mode of arrival, triage score, discharge destination and 
re-admission, all have statistically significant associations with re-presentation. 392T he 
strongest risk for re-presentation among ED use factors was re-admission. Relative to 
those not re-admitted, the odds of re-presentation were 27 times higher in those re-
admitted (OR = 27.87, 95% CI 16.52 to 47.03). There was a higher proportion, but fewer 
numbers of re-presentations in re-admissions (82.5%, n = 85), compared to those not re-
admitted (14.5%, n =297). 392T able 4.4.2.1 on the next page demonstrates the associations 
between re-presentation and the April samples’ pattern of ED use. 
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392T able 4.4.2.1 Re-presentations: Association with Pattern of ED Use Factor 392T392Ts 
 X² df n Sig Unadjusted 
OR 
95% CI 
Mode Arrival  
   QAS/retrieval (1) 
   Walk /police/other    
4.93* 1 2153 .026 
 
.023 
 
1.00 
1.29 
 
 
1.04,  1.61 
Mode Referral  
   Self/police/other(1)   
GP/CHS/specialist/hospital 
1.57* 1 2153 .210 
 
.178 
 
1.00 
1.32 
 
 
.88,  1.98 
Triage score (ATS) 
   ATS1 &2  (1) 
   ATS3 
   ATS5& 4 
23.68 2 2153 <.001 
<.001 
.025 
<.001 
 
1.00 
1.44 
2.23 
 
 
1.05,  1.98 
1.58,  3.15 
Discharge destination  
   Admit/transfer(1) 
   Discharged 
   Did not wait 
28.62 2 2153 <.001 
 
<.001 
<.001 
 
1.00 
1.68 
3.71 
 
 
1.33,  2.11 
1.83, 7.54 
Readmitted in one month 
  No (1) 
  Yes 
306.41* 1 2153 <.001 
 
<.001 
 
1.00 
27.87 
 
 
16.52,  
47.03 
Hospital Setting 
   Hospital 1  (1) 
   Hospital 2 
   Hospital 3 
37.96 2 2153 <.001 
<.001 
.066 
<.001 
 
1.00 
1.33 
2.20 
 
 
.982,  1.79 
1.70,  2.86 
*Yates Continuity Correction 
(1) = Referent Category for OR 
 
The odds of re-presentation were 1.29 times more likely in those who walked in or 
arrived by other means relative to arriving by air or road ambulance. Relative to emergent 
presentations (ATS1 & 2), the odds of representation are also higher for those triaged as 
urgent (ATS3), OR = 1.44 and semi to non- urgent (ATS4 and 5), OR = 2.23. A higher 
proportion of re-presentations was identified in semi to non-urgent cases (ATS 4 and 5, 
24.1%, n =127), but a higher number of re-presentations were triaged as urgent (ATS3, 
17%, n =199). Among discharge destination categories, compared to admissions, the odds 
of re-presentation were also more likely in those discharged (OR =1.68, 95% CI =1.33 to 
2.11) and those who did not wait to be assessed or treated (OR = 3.71, 95% CI =1.83 to 
7.54). There was a higher proportion but fewer numbers of re-presentations in those who 
did not wait to be assessed or treated (37.1%, n =13) than in those who were admitted 
died or were transferred (13.7%, n =144) or those seen and discharged from ED (21%, n 
=225). Furthermore, compared with the large metropolitan setting, the odds of 
representation within one month were twice as high in the regional setting (OR =2.2, 95% 
CI =1.70 to 2.86).  Table 4.4.2.1 demonstrates the associations between re-presentation 
and pattern of ED use factors in the April 2011 sample. 
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4.4.3 The Relationship Between the Pattern Of Interface Health Service (IHS) 
Use Factors and Re-presentation  
 
Table 4.4.3.1 shows that chi squared tests demonstrated no significant relationships 
between re-presentations and pattern of IHS use factors, addressing Hypothesis Two in 
Chapter 3, Section 3.3.5.  
4.4.3.1 Representations: Relationship with Pattern of IHS Use 
Variable     X² df n sig Unadjusted 
OR 
95% CI 
ED Referral to IHS  
   No (1) 
   Yes 
1.89* 1 2153 .169 
 
.145 
 
1.00 
.766 
 
 
.54,  1.10 
Seen By IHS clinicians 
  No (1) 
 Yes  
 Follow-up  
.722 1 2153 .697 
 
.574 
.545 
 
1.00 
.921 
1.39 
 
 
.69,  1.23 
.48,  4.00 
Risk screening completed 
   No (1) 
   Yes 
1.32* 1 2153 .251 
 
.217 
 
1.00 
.793 
 
 
.55,  1.15 
Referral to CHS 
   No (1) 
   Yes 
.393* 1 2153 .531 
 
.463 
 
1.00 
.848 
 
 
.55,  1.32 
Uptake of CHS 
Declined CHS, not needed (1) 
Discharge  same/ new CHS 
Services needed, for follow-up 
Unknown needs 
3.84 3 2153 .279 
.283 
.078 
.621 
.387 
 
1.00 
1.83 
1.19 
1.27 
 
 
.93,  3.59 
.60,  2.35 
.74,  2.19 
*Yates continuity correction           ** Fisher’s Exact Test      (1) =  Referent Category                                                                                                                      
 
 Discharge outcomes related to uptake of community services (CHS) had three cells with 
less than five and required recoding to meet cell counts. There were no significant 
associations between discharge outcomes factors and re-presentations, Fisher’s exact test 
(X² (7, n =2153) = 6.14, p = 0.501). As Table 4.4.3.1 indicates, the association remained 
insignificant with the collapsed variable, uptake of CHS in 4 groups p = 0.279.  
The prevalence of re-presentations was lower in those referred to IHS clinicians (14.6%, 
n =39) than those not referred (18.2%, n =343). There was also a lower proportion of re-
presentations in those seen by IHS clinicians (17.6%, n =308) than those not seen (18.4%, 
n =74) and in those with risk screening completed (14.9%, n =37) than not completed 
(18.1%, n=345). There was also a lower prevalence of re-presentations in those referred 
to community services (15.6%, n =25) than in those who were not referred (17.9%, n 
=357). Odds ratios demonstrate these differences are not significant. Table 4.4.3.1 shows 
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the associations between re-presentation and pattern of IHS use factors in the April 2011 
sample.  
 
The prevalence of re-presentation was lower for those seen by IHS clinicians but 
discharged from ED without community services (20%, n =2), than for those discharged 
with the same level of services (23.6%, n =21) and discharged with new community 
services (23.5%, n =8). Risk indices indicated that the differences noted in re-
presentations were not significant for referral to IHS by ED clinicians, risk screening tool 
completed and referral to community services. Relative to those assessed as not needing 
community services, the risk or re-presentation was higher for all categories of uptake of 
community service. 
4.4.4 Summarising the Relationships between Re-Presentations and all 
Factors. 
 
Bivariate analysis indicated that the sub-acute patient’s clinical profile factors are 
associated with risk of re-presentation within one month. Binary logistic regression was 
used to assess the impact of all significantly associated factors on the likelihood of re-
presentations to the emergency department (ED). Variables were purposefully selected 
using a seven step process (Hosmer, et al., 2013) that is discussed in the data analysis, 
Section 3.6. 
 
The initial whole model contained 19 independent variables that had positive associations 
(p < 0.05) with re-presentations at the bivariate level (source of income, insurance status, 
history of smoking, history of chronic diseases (cancer, cardiovascular diseases (CVD), 
chronic kidney (CKD) or renal problems,  respiratory, musculoskeletal, mental health, 
infectious / communicable, gastro-intestinal disorders (GIT), neurological and other 
chronic problems), mode of arrival, provisional diagnosis, presenting complaint type, 
Australian Triage Scale(ATS), discharge destination and hospital setting). Although age, 
history of hyper-cholesterolaemia and hypertension, mode of referral, referral to IHS 
service, risk screening and uptake of community services failed to reach a statistical 
significance, these factors were included to avoid making a type II error, because the 
statistical significance was p < 0.25) (Hosmer, et al., 2013). Only those variables that 
were statistically or clinically significant were retained resulting in a total of 27 
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independent variables identified from bivariate analysis that were fitted in the initial 
model. 
 
 The variables in the initial model were assessed for their importance using the p value 
and Wald statistic, which reduced the number of variables in the model. These variables 
included hospital setting and discharge destination (p < 0.001), history of smoking and 
CKD (p = 0.001), GIT and other chronic problems (p = 0.002), respiratory conditions (p = 
0.031) and muscular skeletal (p = 0.032), source of income (p = 0.03) and presenting 
complaint types (p = 0 .019). The smaller preliminary model was then compared to the 
initial model with all variables included and the percentage of change in the estimated 
coefficient (B) was calculated. Triage and presenting complaint categories had changed 
by more than 20%, indicating that one of the excluded variables may have had a 
confounding effect (Hosmer et al, 2013).  
 
Variables not retained were added one at a time to assess the impact on the model and to 
verify the significance of each variable. As each variable was added to the preliminary 
model differences in Wald statistics, log likelihood ratios, logistic coefficients and 
standard errors were compared to identify the contribution and significance of each 
variable to the model. Both triage and diagnoses were found to alter the regression 
coefficient by 20% to 80% across presenting complaint categories. Collinearity was 
explored using chi-square; diagnoses were significantly associated with presenting 
complaints; chi squared test = 6474.5 demonstrated high correlation and the need to 
exclude from the final model (Hosmer, et al., 2013). Diagnosis was therefore eliminated 
from inclusion in modelling. Triage remained statistically significant (p <0 .05). Re-
admission, number of presentations and chronic diseases were not included in modelling 
to avoid multi-collinearity with discharge destination, re-presentations and history of 
chronic problems, respectively. The correlation matrix demonstrated very small 
relationships between independent variables: Pearson’s r ranging from - 0.064 to 0.226, r 
< 0 .1 is not a concern in logistic regression, but correlations > 0.5 are concerning 
(Pallant, 2010). All variables were retained for consideration in the main effects model.  
 
Interactions among hospital setting and the type of presenting complaint and discharge 
destination were tested using logistic regression and were not significant (p > 0.05). 
Similarly the interaction between the number of chronic conditions and presenting 
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complaints were not significant (p > 0.05). The result was a main effects model. Although 
statistically significant, to improve the fit the main effects model (Hosmer  
Et al 2013), the number of variables in the model in relation to the number of re-
presentation (n=382) was reduced by use of composite variables. The variable number of 
chronic conditions was substituted for history of smoking and the various chronic 
conditions; see Chapter Three, Section 3.5. Presenting complaint type was substituted 
with presenting complaint either a chronic disease or not; (PCCD, Yes/ No) and discharge 
destination was further collapsed in two categories. The composite variables in the model 
also appeared to be a poor fit (Hosmer Lemeshow = 0.187) with higher log likelihood 
ratios. Following an iterative process of placing variables into the preliminary final model 
one at a time, the statistical significance and contribution to the model were assessed and 
goodness of fit tests were considered. Decisions were made about what was important to 
include statistically and clinically in the final model (Hosmer, et al, 2013; Pallant, 2011; 
Polit, 2010). 
 
The overall logistic regression model used to assess the impact of all the significant 
clinical profile factors on the likelihood of re-presentations to the emergency department 
(ED), contained all the predictors and analysed 2075 (96.4%) cases. The model was 
statistically significant X² (16, n=2075) = 165.1 , p < 0.001, indicating the model was able 
to differentiate between those who re-presented to emergency within one month and those 
who did not. Goodness of fit was demonstrated according to statistical measures (Hair, 
Black, Babin & Anderson, 2014), with a reduction in the initial -2 log likelihood ratio 
from 1954.77 to 1789.67, and was statistically significant at the p < 0.001 level. 
Furthermore, the Hosmer Lemeshow test supported the model as acceptable with a 
reduced significance level (0.501). Pseudo  R ² measures, suggest the model as a whole, 
explained between 7.6 % (Cox and Snell R ² = 0.076 ) and 12.5% (Nagelkerke R ² =0 
.125) of the variance in re-presentations, which is statistically significant but lower in 
terms of practical or clinical significance (Hair, et al, 2014). The model will correctly 
classify re-presentations in 82.4% of cases. However, classification success in a logistic 
regression needs to be treated with caution, because if all patients were classified into no 
re-presentation, the cases correctly classified would still be (84%). Table 4.4.4.1 on page 
119, shows the risk factors for re-presentation identified in binary logistic regression 
modelling. 
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Table 4.4.4.1 Logistic Regression Re-presentation: Variables in the Model 
Predictor B(SE) Wald p Unadjusted OR 
(95% CI) 
Adjusted OR 
(95% CI) 
Number of chronic 
conditions  
.22(.024) 
 
86.26 < .001 1.23(1.17, 1.2) 1.25(1.19, 1.31) 
Presenting complaint ᵃ 
  CVD(referent) 
   Mental health/ neuro 
   CKD 
   Respiratory 
   Muscular skeletal 
   Cancer 
   Injuries, falls/ trauma 
   Infectious/toxicology 
   Gastrointestinal 
   All Other 
 
 
.12(.19) 
.33(.27) 
.11(.24) 
.70(.27) 
1.11(.37) 
.56(.59) 
.04(.31) 
.52(.21) 
.61(.23) 
 
 
.384 
1.52 
.198 
7.05 
8.87 
.895 
.018 
6.50 
6.83 
 
 
.535 
.218 
.656 
.008 
.003 
.344 
.893 
.011 
.009 
 
 
1.27(.89, 1.80) 
1.68(1.01, 2.80) 
1.50(.96, 2.36) 
2.31(1.41, 3.80) 
2.26(1.12,  4.57) 
1.70(.55,  5.23) 
1.42(.80, 2.51) 
1.81(1.23, 2.66) 
2.03(1.32,  3.11) 
 
 
1.12(.78, 1.62) 
1.40(.82, 2.38) 
1.11(.69, 1.80) 
2.02(1.20, 3.40) 
3.02(1.46, 6.27) 
1.75(.55, 5.53) 
1.04(.57, 1.91) 
1.69(1.13, 2.52) 
1.84(1.17, 2.91) 
Discharge destination ᵇ   
Admit/transfer 
    (referent) 
  
 
 
 
  
 
  Did not wait    
  Discharged 
1.70(.39) 
.44 (.13) 
18.69 
11.45 
<.001 
.001 
3.71(1.83,  7.54) 
1.67(1.33,  2.11) 
5.45(2.53, 11.74) 
1.55(1.20, 2.00) 
Hospital Setting  ͨ  
  Hospital 1(referent) 
  
 
 
 
  
 
  Hospital 2 .25(.16) 2.38 .123 1.33(.98, 1.79) 1.28(.94, 1.76) 
  Hospital 3 .69(.14) 23.09 <.001 2.20(1.70,  2.86) 2.00(1.51, 2.65) 
Model (likelihood Ratio) chi-square =165.1, df = 14, p < 0.001 
Nagelkerke R ² = .125  Hosmer Lemeshow = .501 
Percent correctly classified = 82.4% 
ᵃ Referent category = Cardiovascular disease 
ᵇ Referent category = Admit/transfer 
ͨ  Referent category = Hospital 1 
 
 
As shown in Table 4.4.4.1, four of the independent variables made a unique statistically 
significant contribution to the model. After controlling for all other factors in the model, 
the Wald statistic, which predicts the logit for the outcome variable (Polit, 2010), 
demonstrated that not waiting to be seen, being discharged from ED, the number of 
chronic conditions and a regional setting were highly significant risks for re-presentation 
within one month (p < 0.001) and presenting with cancer (p = 0.003), muscular skeletal (p 
= 0.008), other chronic conditions (p =0.009) and gastrointestinal conditions (p =0 .011) 
were also significant risks for re-presentation. The strongest predictor of re-presentation 
to ED within one month was not waiting to be assessed or treated. Relative to those who 
were admitted or admitted and transferred to another facility, the odds of re-presentation 
were 5.45 times higher in those who did not wait to be assessed or treated, (OR = 5.45, 
95% CI =2.53, 11.74), reflecting the small number of re-presentations among those that 
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did not wait to be seen or treated. The odds of re-presentation within a month were more 
than three times as likely in those presenting with cancer (OR =3.02, 95% CI =1.46, 6.27)  
than those without cancer, and more than twice as likely for a regional setting, relative to 
a large metropolitan setting, (OR= 2.34, 95% CI =1.76, 3.12). Additionally, as the number 
of chronic conditions increase by one unit (or disease) the odds of re-presentation 
increases by 1.25 (25%) (OR =1.25, 95% CI 1.18 to 1.31), which is slightly increased 
from the unadjusted odds ratio (See Table 4.4.4.1). 
 
Overall, the findings demonstrated the indicators of re-presentation in the older sub-acute 
population were: presenting to a regional setting, not waiting to be seen or treated, 
presenting with cancer, muscular skeletal, gastrointestinal or other chronic conditions. 
Additionally, as the number of chronic conditions increased, so too did the risk of re-
presentation. Of these, the only factor not related to clinical profile was hospital setting. 
The first hypothesis that posits, “There is no relationship between clinical profile factors 
and re-presentations” was, therefore, rejected. 
 
The third hypothesis posits that “There is no relationship between the sample’s pattern of 
IHS use and re-presentations”. Although at bivariate level no significant associations 
were identified, the risk of re-presentation was lower in those seen by IHS clinicians 
relative to those not seen by IHS and in in those declining services or discharged with 
same or new services relative to those identified as not needing services. Despite these 
findings, regression demonstrated no significant associations between these factors and 
re-presentation within one month. As such, the findings support the third hypothesis. 
 
Analysis of cases with studentised Z residuals >2 (n =77) suggests the model may not 
predict re-presentation within one month in more urgent cases (ATS2), in the obese, older 
than 74, and those presenting with trauma or a history of falls requiring longer length of 
stay or re-admission. Compared to the eligible sample, there were higher proportions of 
those aged over 74 years (51.1%, n =47: 60%, n =2,223), with obesity (3.6%, n =151: 
100%, n =77), presenting with traumatic injuries (7.8%, n=6: 5.6%, n=252) or a history of 
falls related injuries (14.3% n =11: 10%, n=424) among poor fit or misclassified cases. 
Relative to the eligible sample (19.5%, n = 850), a higher proportion of misclassified 
cases were categorised as ATS 2 on arrival to ED (27.3%, n = 21). There was a 23% 
higher median length of stay in the misclassified cases (median 476 minutes, 00 to 1790) 
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compared to eligible cases (median, 366 minutes, 00 to 4420). Wide ranges suggest the 
need for further research to understand this difference and whether these factors have a 
relationship. 
 4.5 Factors Associated with Re-admissions. 
Section 4.5 addresses the fifth objective: “To identify socio-demographic, clinical, 
patterns of ED and IHS use factors that are associated with outcomes including re-
presentation or re-admission within one month” to answer the last two hypotheses (See 
Section 3.3.5). Readmissions were calculated from discharge destination data obtained 
from EDIS. Analysis was undertaken with the same April cohort taken from the whole 
sample as for re-presentations. The cohort was followed to identify those that had re-
admissions within one month of an index admission. Although 17.7% of the April sample 
re-presented to ED within one month, 48.5% was admitted, 2.7% (n=590) to ED, 41.3% 
(n =889) to wards and 4.5% (n =97) other facilities, indicating re-presentation is not the 
only factor influencing admission. However, only 4.8% (n=103) of the April cohort was 
re-admitted within one month. 
 
 Chi square tests demonstrated relationships among re-admissions and socio-
demographic, clinical profile ED use and IHS factors. Unpaired t- tests demonstrated 
relationships between the dependent and normally distributed continuous variables  (age 
in years and number of chronic diseases) and Mann Whitney tests for those not normally 
distributed (number of presentations and number of community health referrals) (See 
Appendix Three). Effect size was calculated using correlation coefficient (Cramer’s V or 
Phi) according to Cohen’s 1988 criteria (in Pallant, 2011, pp 220, 230 & 243). The 
likelihood of re-admission between factors was also calculated with risk indices (odds 
ratios, OR) in chi squared tests or logistic regression within SPSS (Polit 2010, p63). 
4.5.1. Socio-demographic Factors Associated with Re-admissions 
Table 4.5.1 on page 122, demonstrates the relationships among re-admissions and socio-
demographic factors. Subsequent to no re-admissions for those born in Russia or North 
America, country of birth categories were collapsed into ABS groups (ABS, 2011b) to 
meet chi squared test cell requirements (Hosmer, et al., 2013). Similarly, marital, source 
of income and insurance status categories were collapsed. The association between re-
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admissions and country of birth (p = 0 .003) remained highly statistically significant. The 
highest proportion of re-admissions was identified in those from the Americas (19.2%, n 
= 5) but a higher number of re-admissions were in those from Australia and Oceanic 
countries (4%, n = 58). Relative to Oceania, those from the Americas were more than five 
times as likely to be re-admitted (OR = 5.74, 95% CI, 2.09 to 15.76). There was also a 
statistically significant relationship between re-admissions and source of income (p 
=.029).  Re-admission within one month was 1.84 times more likely in pensioners or 
unemployed than in those employed (OR =1.84, 95% CI, 1.06 to 3.22).  
 
 
Table 4.5.1 Re-admission: Association with Socio-demographic Factors 
Independent Variables Chi²  
X² 
n df Sig Effect 
size 
Unadjusted 
OR 
95% CI 
Age  groups in yearsᵃ 
   45 to 64(1) 
   65 to 74  
  75 to 84  
   >85  
2.07** 2153 3 .540 
.490  
.313 
.225 
.355 
.034~  
small 
 
1.00 
2.80 
3.45 
2.64 
 
 
.38,  20.67 
.47,  25.50 
.34,  20.54 
Gender 
  Male(1) 
  Female 
1.50* 2153 1 .220 -.029 ʅ 
negligi
ble 
 
1.00 
1.31 
 
 
.88,  1.96 
County of Birth  
    Oceania (1) 
    NW Europe 
    SE Mid Europe 
    Asia India 
    Americas 
15.11** 2153 4 .003 
.003 
.527 
.038 
.058 
.001  
.094 ~ 
small 
to med 
 
1.00 
1.21 
1.78 
2.33 
5.74 
 
 
.68,  2.15 
1.03,  3.07 
.97,  5.61 
2.09, 15.76 
Indigenous (No) .443* 2153 1 .506 .020 ʅ 1.94 .47,  8.03 
Marital 
   Married(1) 
  Widowed/Divorced/    
      Separated 
   Never married 
.930 2153 2 .628 
.629 
.434 
 
.690 
.021 ~ 
small 
 
1.00 
.84 
 
1.18 
 
 
.55,  1.29 
 
.53,  2.64 
Income 
    Employed/Other(1)   
   Unemployed/Pensioner 
4.26* 2153 1 .029 
 
.031 
.047 ~ 
small  
 
1.00 
1.84 
 
 
1.06,  
3.22) 
Insurance  
   PHI/ Other(1) 
   Medicare     
2.42* 2153 1 .120 
 
.094 
.037 ʅ 
small 
 
1.00 
1.81 
 
 
.90,  3.63 
* Yates Continuity;            **Fisher’s Exact Test  (1) = Referent Group for OR  
ʅ = Phi coefficient ;       ~ = Cramer V coefficient              (No) = Referent Group not Indigenous for OR 
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392TAn independent samples t-test was conducted to compare mean age between being re-
admitted and not readmitted (re-admission Yes/No). There was no significant difference 
in mean age for the re-admission groups (Yes) (M=76.34, SD=7.11) and those not 
readmitted (No) (M=75.25, SD8.52, t (2151) = -1.28, p = 0.201 two tailed. The 
magnitude in the difference in means (mean difference = -1.09, 95% CI= -2.77 to 0.58) 
was negligible (eta ² = - 0.001). Age recoded into groups also failed to reach statistical 
significance392T (see Table 4.5.1).  
4.5.2 Clinical Profile Factors Associated with Re-admissions 
To address Hypothesis Three (See Section 3.3.5) chi square test demonstrated that a 
number of clinical profile factors had highly statistically significant relationships with re-
admissions, at bivariate level. Table 4.5.2 on the next page shows the relationships among 
readmission and clinical profile factors. These included presenting with a chronic 
condition (PCCD), presenting complaint type (PC type), having a history of smoking, 
cancer, chronic kidney or renal problems, gastrointestinal disorders (GIT) and other 
chronic problems (p < 0.01).  
 
There was a higher prevalence of re-admissions among those presenting with chronic 
conditions (PCCD Yes: 5.4%, n = 98), than without a chronic condition (PCCD No: 
(1.4%, n = 5), p = 0.002) and the risk of re-admission was nearly four times higher in 
those presenting with chronicities than those without (OR = 3.97, 95% CI, 1.6 to 9.81). 
Presenting complaints (PC types) was collapsed into ten groups to meet CHI squared test 
cell requirements (Hosmer, et al., 2013) and in consideration of National Priority Areas 
(AIHW, 2013a) as there were no re-admissions for presenting with diabetes, dementia, 
oral/ ENT or sight, trauma related injuries and sight or hearing problems. The highest 
prevalence of re-admission was in those presenting with cancer (20% n =9) and injuries 
related to falls or trauma (10%, n =2). The highest number of re-admission was 
cardiovascular disease (CVD, 4.2% n =21), mental health neurological or cognitive 
disorders (3.1%, n =17), or gastro-intestinal conditions (GIT, 5.6%, n =16).  Relative to 
those without the condition, the highest risk among presenting complaints was for those 
presenting with cancer (OR = 5.24, 95% CI, 2.25 to 12.22). Odd ratios indicate the risk 
for re-admission among remaining presenting complaints was not significant. See Table 
4.5.2 on the next page. Figure 4.5.1 on page 125 shows the number of re-admissions in 
presenting complaint types.  
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Table 4.5.2 Re-admission: Association with Clinical Presentation  
 X² df n p Unadjusted 
OR(95% CI) 
Effect size 
PCCD 9.47* 1 2153 .002 3.97(1.60,  9.81) -.069ᵇ negligible 
PC type all groups  43.45 16 2153 004  .139ᵃ 
Sm-med 
Presenting Complaints  ͨ 
   CVD (Referent) 
   MH/Neuro/cognitive       
   Chronic kidney/renal  
    Respiratory 
   Muscular skeletal  
   Cancer    
    Injuries/falls trauma 
   Infectious/toxicology 
   GIT/liver 
   Other   
26.83*
* 
9 2153 .001 
.001 
.344 
.518 
.106 
.106 
<.001 
.234 
.530 
.377 
.351 
 
1.00 
.73(.38,  1.4) 
1.34(.56, 3.22) 
1.78(.88, 3.57) 
1.95(.87, 4.37) 
5.24(2.25, 12.22) 
2.52(.55, 11.60) 
.68(.20, 2.31) 
1.35(.69, 2.63) 
.62(.23, 1.68) 
.128ᵃ 
 small-med 
History   ͩ
    Hypertension  
 
1.42* 
 
1 
 
2110 
 
.233 
 
1.30(.88,  1.94) 
 
.028 ᵇ small 
 High  cholesterol  4.39* 1 2110 .036 1.56(1.05,  2.33) .048 ᵇ small 
 Smoking  19.71* 1 2110 <.001 2.73(1.75,  4.25) .100 ᵇ sm- med 
 Obesity   .765* 1 2110 .382 1.64(.70,  3.86) .025 ᵇmall 
    Cancer  13.77* 1 2110 <.001 2.18(1.45,  3.28) .083ᵇ sm-med 
    CVD  4.42* 1 2110 .036 1.90(1.07,  3.36) .048 ᵇ small 
    Diabetes  2.75* 1 2110 .097 1.47(.96,  2.27) .039ᵇ small 
    CKD  31.26* 1 2110 <.001 3.09(2.06,  4.63) .124ᵇ sm-med 
    Resp disease  4.12* 1 2110 .042 1.59(1.04,  2.42) .047 ᵇ small 
    Muscular -skeletal  3.66* 1 2110 .056 1.50(1.01, 2.24) .044ᵇ small 
    Dementia  .096* 1 2110 .756 .71(.22,  2.30) -.012 ᵇ negligible 
    Mental Health  2.25* 1 2110 .133 1.49(.92,  2.40) .036ᵇ  smal 
    ENT (1 cell zero) .631* 1 2110 .427  negligible 
   Injury related falls  3.07* 1 2110 .08 1.71(.98,  2.97) .042 ᵇ small 
   Infectious/ 
communicable  
3.54* 1 2110 .06 2.14(1.04, 4.38) .046 ᵇmall 
   GIT Liver  15.04* 1 2109 <.001 2.23(1.49,  3.33) .087ᵇ sm-med 
   Neurological  2.17* 1 2110 .141 1.60(.91,  2.83) .036ᵇ small 
   Drug & alcohol    .001* 1 2110 .975 1.09.52, 2.29 .005ᵇ negligible 
   Trauma related injury  .000* 1 2110 1.000 1.45(.27,  4.85) .004ᵇ negligible 
   Sight /hearing prob   1.57* 1 2110 .210 1.58(.84,  2.94) .031ᵇ small 
   Other chronic prob    24.08* 1 2110 <.001 2.77(1.84,  4.19) .110ᵇ sm-med 
*Yates continuity correction           ** Fisher’s Exact Test  
ᵃ = Cramer V coefficient                 ᵇ = Phi coefficient 
ͨ  Referent group = Cardiovascular disease(CVD) 
 ͩ Referent group = No(History) 
 
 
An independent samples t-test demonstrated there was a significant difference in the 
number of chronic conditions between re-admissions, for Yes (M = 5.66, SD = 2.53) and 
No (M = 3.93, SD = 2.38, t (2105) =  -7.18, p < 0.001, two tailed). The magnitude of the 
difference in means (mean difference = -1.73, 95% CI = -2.20 to -0.64) was negligible 
(eta² = -0.006). Although statistically significant, a Mann Whitney also demonstrated no 
      | CHAPTER Four: Phase One Results 125 
 
difference in median number of presentations between those re-admitted (Yes) (md =1, n 
=103) and not re-admitted (No) (md =1, n =2050), U =82075.500, z =-6.360, p < 0.001, r 
= - 0.137 (negligible effect). There were also statistically significant associations between 
re-admissions and a history of a number of chronicities. The strongest risk was in those 
with a history of chronic kidney disease (CKD) or renal conditions, who were three times 
more likely than those without CKD to be re-admitted (OR =3.09, 95% CI, 2.06 to 4.63). 
The prevalence of readmission was higher in those with CKD (10%, n =45) than those 
without (3.5%, n =58). Relative to those without, those with a history of smoking, cancer, 
infectious or communicable conditions (cellulitis, pneumonia, urinary tract infections), 
GIT disorders and other chronic problems (autoimmune, haematological, endocrine, 
injuries) were more than twice as likely to be re-admitted (all OR > 2.0) (See Table 
4.5.2).  
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4.5.3 Re-admissions’ Relationships with Pattern of ED Use Factors.  
 
Chi squared test for independence demonstrated the relationship between re-admissions 
and pattern of ED use factors. There were also no re-admissions for diagnoses related to 
diabetes, dementia, injury related falls, drug or alcohol related problems and sight or 
hearing problems. As such, diagnosis categories were also collapsed into 10 groups to 
maintain National Priority Areas (AIHW, 2013a), and to meet CHI squared test cell 
requirements (Hosmer et al, 2013; Pallant 2011). Similarly, mode or arrival, mode of 
referral, ATS and discharge destination categories were also collapsed to meet chi 
squared tests cell requirements. Mode of arrival, triage scores (ATS), re-presentation, 
diagnosis, discharge destination and hospital setting all have highly statistically 
significant associations with re-admissions. The highest risk for re-admission within one 
month was re-presentation within one month (OR = 27.87) with 85% of all re-admission 
being re-presentations. There was a higher proportion of re-admission in those who re-
presented (Yes) (22.3%, n = 85) than in those who did not re-present to ED (No) (1%, n = 
18).  
 
 
 Table 4.5.3 shows the relationship between re-admissions and pattern of ED use factors.  
Mode of arrival increased in statistical significance after recoding to meet cell counts 
(initial Fisher’s exact test p = 0.026). A majority of re-admissions arrived by ambulance 
(71.8%, n = 74). The prevalence of re-admission was higher in those who arrived by 
ambulance (6.1%) compared to arriving by own or public transport or walking in (3.1%, n 
= 29) (p = 0.002). Relative to walk-ins, the risk of re-admission was twice as likely for 
those who arrived by ambulance (air or road) (OR = 2.00, 95% CI = 1.29 to 3.10).  More 
urgent cases were more likely to be re-admitted, and they were triaged as emergent 
(ATS1 & 2, 5.8%, n = 26), urgent ATS3 (5.5%, n =65) or non-urgent ATS4 & 5(2.3%, n 
=12). Odds ratios indicate those categorised as ATS 1&2 and ATS3 have more than twice 
the risk of re-admission than ATS 4&5. There was a statistically significant association 
between re-admissions and discharge destination: Fishers exact test X²(2) = 105.90, p < 
0.001. When collapsed into two categories, this association remained significant. (See 
Table 4.5.3 on page 127). 
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Table 4.5.3 Readmissions: Relationship with Pattern of ED Use Factors 
Independent 
Variables 
X² df n sig Unadjusted 
OR 
95% CI Effect size 
Mode Arrival  
Walk/police/other(1)   
QAS/retrieval    
9.34* 1 2153 .002 
 
.002 
 
1.00 
2.00 
 
 
1.29,  3.10 
.068ᵃ 
sm-med 
Mode Referral 
GP/CHS/Specialist(1) 
 Self /Police /Other 
.029* 1 2153 .864 
 
.733 
 
1.00 
1.12 
 
 
.59,  2.13 
 
.035ᵃ 
.007ᵇ small 
ATS 
    ATS4&5(1) 
    ATS3 
    ATS1&2 
9.72 2 2153 .008 
.011 
.006 
.004 
 
1.00 
2.63 
2.52 
 
 
1.31, 5.28 
1.35, 4.71 
.078ᵃ 
sm-med 
Re-presentation  
    No(Referent) 
   Yes 
306.41 1 2153 <.001  
1.00 
27.87 
 
 
16.52, 7.03 
.380ᵇ 
medium 
Principle Diagnosis  
   Injuries/ trauma  (1) 
   MH /neuro/ cognitive  
  CKD 
  Respiratory  
  Muscular Skeletal 
  Cancer   
  CVD          
   Infectious  
  GIT/liver   
  Other 
24.89 9 2153 .003 
.005 
.025 
.027 
.011 
.032 
<.001 
.007 
.101 
.016 
.082 
 
1.00 
4.15 
3.95 
4.59 
4.32 
14.14 
4.30 
2.92 
4.05 
2.76 
 
 
1.19,  14.43 
1.17, 13.32 
1.42,  14.88 
1.14, 16.46 
4.27, 46.76 
1.49, 12.37 
.81, 10.51 
1.30, 12.58 
.88, 8.64 
.118ᵃ 
sm to med 
Discharge destination  
 Discharged/DNW(1) 
 Admitted/transferred 
87.55* 1 2153 <.001 
 
<.001 
 
1.00 
18.65 
 
 
8.14, 42.72 
.205ᵃ 
almost med 
Hospital Setting 
   Hospital 3(1) 
   Hospital 2 
   Hospital 1 
17.28 2 2153 <.001 
<.001 
.001 
<.001 
 
1.00 
3.10 
2.75 
 
 
1.76,  5.46 
1.50 , 5.72 
.090ᵃ 
sm to med 
 *Yates continuity correction   ** Fisher’s Exact Test          (1) = Referent group for OR 
                  ᵃ = Cramer V coefficient             ᵇ = Phi coefficient 
 
 
 
 
Table 4.5.3 also shows that most diagnoses and hospital settings had statistically 
significant associations with re-admission. The highest proportion of re-admission was 
for those diagnosed with cardiovascular-related diseases (27.2%, n = 28), but a higher 
proportion of those diagnosed with cancer was re-admitted (16.1%, n =10). Relative to 
traumatic injuries, those diagnosed with cancer had the highest risk of re-admission (OR 
= 14.14, 95% CI = 4.27 to 46.76), and those diagnosed with mental health conditions, for 
example anxiety and depression, chronic kidney (CKD) or renal problems, respiratory, 
muscular skeletal, cardiovascular (CVD) and other chronic conditions, were 
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approximately four times more likely to be re-admitted. A higher proportion was re-
admitted at Hospital One (6.4%, n = 55) than at Hospital Two (5.7%, n = 32) or Hospital 
Three (2.2%, n = 16). Relative to the regional centre (Hospital 3), the risk of re-admission 
was approximately three times higher in the urban (OR = 3.10, 95% CI, 1.76 to 5.46) and 
metropolitan settings (OR = 2.75, 95% CI, 1.50 to 5.72).  Figure 4.5.2 shows the number 
of readmission among provisional diagnosis groups.  
 
 
 
4.5.4 The Relationship between Re-admissions and Pattern of Interface Health 
Service (IHS) use Factors. 
 
Although chi square tests demonstrated no significant associations between re-admission 
and any of the IHS factors, differences between groups were noted. There was a higher 
proportion, but fewer re-admissions, in those referred to IHS clinicians by ED staff 
(5.6%, n=15) compared to those not referred (4.7%, n =88), and in those who had had a 
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risk screening tool (RST) completed (5.6%, n = 14) than in those who did not (4.7%, n 
=89). Similar percentages of those seen by IHS and not seen by IHS clinicians (4.5%, 
n=18; and 4.9%, n=85 respectively) were readmitted. Relative to those identified by IHS 
clinicians as not  needing services or where services were declined by patients(3%, n =6), 
there was a higher proportion and number of re-admissions in those seen by IHS 
clinicians and those discharged with the same or new services (5.4%, n =10) and in those 
who had unknown needs (4.9% , n =87). These differences were not significant. Table 
4.5.4 shows the relationship between readmission and IHS use factors. 
 
A Mann Whitney U test shows no significant difference in the number of community 
service referrals by IHS clinicians between those re-admitted (Yes: md =.00, n =103), and 
those not readmitted (No: md 0.000, n =2050), U =102052.000, z = -1.181, p = 0.238, r = 
- 0.025, a negligible effect size, indicating the association between the number of 
community service referrals and readmissions is negligible (Pallant, 2011, p230). 
 
 
Table 4.5.4 Readmissions’ Relationship with Pattern of IHS Use Factors 
Independent 
Variables 
   X² d
f 
n sig Unadjusted 
OR 
95% CI Effect size 
ED Referral to IHS 
        No (1)  
        Yes 
.264* 1 2153 .608  
1.00 
1.21 
 
 
.69,  2.13 
.014ᵇ 
small 
RST complete 
       No (1) 
      Yes 
.268* 1 2153 .605  
1.00 
1.22 
 
 
.68,  2.18 
.015ᵇ 
Seen By IHS clinicians  ͨ       
      No (1) 
      Yes  
.102* 1 2153 .750  
1.00 
1.09 
 
 
.65, 1.83 
.027ᵃ 
Referral to CHS 
      No (1)  
      Yes 
.265* 1 2151 .606  
1.00 
1.21 
 
 
.69, 2.13 
.011ᵇ 
Uptake of CHS   
  Services not needed 
               /declined (1) 
  Services needed 
       / discharge without/   
         same/new CHS 
  Unknown needs 
4.27 3 2153 .234  
1.00 
 
1.23 
 
 
1.38 
 
 
 
.39,  3.90 
 
 
.50, 3.84 
.045ᵃ 
small 
*Yates continuity correction           ** Fisher’s Exact Test      (1) = referent group for OR 
 ᵃ = Cramer V coefficient                 ᵇ = Phi coefficient 
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4.5.5 Summarising the Relationships between Re-admission and All Factors 
The findings from the bivariate analysis demonstrated a number of significant 
relationships between re-admission and clinical profile factors. Binary logistic regression 
was used to assess the impact of all significantly associated factors on the likelihood of 
re-admission within one month. Despite 48.5% of the sample being admitted to wards 
(41.3%), ED (2.7%) or transferred to another facility (4.5%), only 4.8% (n=103) were re-
admitted within one month, resulting in a small sample for regression.  
 
Variables were therefore collapsed as discussed in the analysis section, and the same 
seven step process was used to purposefully select variables for inclusion in the initial 
model (Hosmer, Lemeshow & Sturdivant, 2013), and in consideration of risk indices 
(Polit, 2010). The initial whole model contained 16 statistically significant independent 
variables identified from bivariate analysis: country of birth, income, mode of arrival and 
ATS, number of presentations, presenting complaint as type, history of cholesterol, 
smoking, and cancer, CVD, CKD, respiratory, gastrointestinal and other chronic 
conditions, length of stay and hospital setting (p < 0.05). Gender, insurance, history of 
hypertension, diabetes, muscular skeletal, mental health, injury falls or trauma related, 
infectious/ communicable, neurological and sight and hearing problems, referral to IHS, 
number of community health service (CHS) referrals and uptake of CHS were included to 
avoid type II error where p < 0. 25 (Hosmer, et al., 2013) or differences in OR were 
significant.  Although age did not have a statistically significant association with re-
admission (continuous or in groups), it was included in the initial analysis to avoid 
making a type II error (interpreting no difference in the cohort when there was). The 
number of chronic conditions, discharge destination and re-presentation were not 
included to avoid multicollinearity with history and re-admissions respectively (as one 
must re-present and be admitted, in order to be re-admitted).  
 
A total of 31 variables significantly explained re-admission within one month. However, 
when independent variables were examined, many of them were highly correlated and 
due to multicollinearity and small number of re-admissions, not all variables could be 
included in the analysis. Chi squared tests demonstrated associations between provisional 
diagnoses and most variables, particularly between diagnoses and presenting complaints 
(X² = 3277.76) and ATS (X² = 483.26). Chi-squared values and clinical judgement were 
used to choose between variables of importance for the preliminary model.  These 
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variables included the number of presentations, history of chronic kidney or renal 
conditions and other chronic problems and hospital setting (p < 0.001), presenting 
complaint type (p = 0.001), history of falls and length of stay (p =0 .003), history of 
smoking (p =0 .008), country of birth (p =.015), and uptake of community services (p = 
.028). The smaller preliminary model was then compared to the initial model, with all 
variables included and the percentage of change in the estimated coefficient (B) was 
calculated. Variables not included in the preliminary model were then added one at a 
time, and differences in Wald statistics, log likelihood ratios, logistic coefficients and 
standard errors were compared with the preliminary model to assess confounding and 
significance of each variable to the model. Continuous independent variables were 
explored with Pearson’s r and as correlation were < - 0.064 to 0.226), which is < 0.5; 
therefore variables were retained (Pallant, 2010), resulting in a main effects model.  
 
Variables in the main effects model were also explored for interactions. The effect 
between triage score and the variables history of chronic kidney or renal problems, injury 
related falls and country of birth were not significant (p < 0.05). The result was a 
statistically significant main effects model. Although the Hosmer Lemeshow goodness of 
fit test = 0 .516, failed to improve on correctly classifying more readmissions than the 
null model, this may relate to the small sample size (Hosmer, et al., 2013). There were 
only 103 re-admissions. Variables were therefore collapsed further and composite 
variables (See Chapter Three, Section 3.5) were tested. Presenting complaints type lost 
clinical significance when categories were collapsed into seven groups. Presenting 
complaint as chronic disease (PCCD; Yes / No) was tested as a composite for PC type. 
PCCD had significantly less covariance (< 15% for most variables, 34% for hospital 
setting) than PC type. The variable, number of chronic conditions, was also used as a 
composite for chronic conditions types. The aforementioned seven steps used in Section 
4.4.4, were repeated.  However the composite variables did not achieve a good fit. 
Following an iterative process of manually placing variables into the main effects model 
one at a time, assessing the statistical significance and contribution to the model, the Log 
likelihood ratio, chi squares and the Hosmer goodness of fit tests, decisions were made 
about what was important to include statistically and clinically, to ensure a parsimonious 
final model with a small number of variables explaining maximum variance (Hosmer, et 
al, 2013; Pallant, 2011; Polit, 2010).  
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The overall logistic regression model used to assess the impact of all the significant 
variables on the likelihood of re-admission within one month, contained all the predictors, 
analysed 2110 (98%) of cases and was statistically significant, X² (10, n= 2110) = 78.36, 
p <0.001, indicating that the model was able to differentiate between those who were re-
admitted within one month and those who were not. It could explain some of the 
variances observed and statistically significantly so. The model is acceptable as Goodness 
of fit measures (Hair, Black, Babin & Anderson, 2014) demonstrated a reduction in the 
initial -2 log likelihood ratio from 822.95 to 744.59, which was statistically significant at 
the 0.000 level. The Hosmer Lemeshow test (0.963) also supports the model. Pseudo  R ² 
measures, suggest the model as a whole  explains 11.3% (Nagelkerke R² = 0.113) of the 
variance in re-admissions, which is statistically significant but lower in terms of practical 
clinical significance (Hair, et al, 2014). The model will correctly classify re-admission in 
95.2% of cases. However, classification success in a logistic regression needs to be 
treated with caution, because if all patients were correctly classified into no re-admission, 
the cases correctly classified would still be (95%). 
Table 4.5.5 Logistic Regression Re-admission: Variables in the Equation 
   95% CI, OR 
Predictor B(SE) Wald p Unadjusted 
OR(95%CI) 
Odds 
Ratio 
Lower Upper 
No. 
Presentations 
.55(.11) 23.42 <.001 1.63(1.33, 2.01) 1.74 1.39 2.17 
Country  ͣ
Oceania(Ref) 
NW Europe ᵃ 
SE mid Europe ᵃ 
Asia India ᵃ 
Americas ᵃ 
 
 
.17(.30) 
.68(.29) 
.68(.47) 
1.41(.57) 
 
11.76 
.32 
5.73 
2.09 
6.10 
 
.019 
.573 
.017 
.148 
.014 
 
 
1.21(.68, 2.15) 
1.78(1.03,  3.07) 
2.33(.97,  5.61) 
5.74(2.09, 15.76) 
 
 
1.19 
1.98 
1.98 
4.08 
 
 
.66 
1.13 
.78 
1.34 
 
 
2.14 
3.47 
4.99 
12.45 
History         
 CKD ᵇ  1.09(.21) 26.07 <.001 3.09(2.06,  4.63) 2.97 1.95 4.50 
Injury falls ᵇ .65(.29) 4.81 .028 1.71(.98,  2.97) 1.91 1.07 3.39 
Triage(ATS)  ͨ
ATS 
4&5(Referent)  
ATS 3 
ATS 1&2 
 
 
 
.90(.33) 
1.06(.37) 
 
 
9.07 
7.53 
8.31 
 
 
.011 
.006 
.004 
 
 
1.00 
2.63(1.31, 5.28) 
2.52(1.35, 4.71) 
 
 
1.00 
2.46 
2.88 
 
 
 
1.29 
1.40 
 
 
 
4.67 
5.93 
PCCD ᵇ .93(.47) 3.90 .048 3.97(1.60,  9.81) 2.54 1.01 6.39 
Model (likelihood Ratio) chi-square = 78.36, df = 10, p < .001 
Nagelkerke R ² = .113 
Percent correctly classified = 95.2% 
Hosmer & Lemeshow test goodness of fit, X²= 1. 95, df =7, p = .963 
ᵃ Referent category = Oceania 
ᵇ Referent category = No  
 ͨ Referent category = ATS 4&5 
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As shown in Table 4.5.5, six of the independent variables made a unique statistically 
significant contribution to the model. After controlling for all other factors in the model, 
the Wald statistic, which predicts the logit for the outcome variable (Polit, 2010), in this 
case re-admission, demonstrates that the number of presentations and history of chronic 
kidney (CKD) or renal conditions remained highly significant risks for re-admission (p < 
.001). Triage score (ATS1,2&3), born in Europe or Americas and having a history of 
falls-related injuries, also remained strong risk factors for re-admission. The strongest risk 
factor for re-admission was being born in the Americas or Canada (adjusted OR = 4.08, 
95% CI = 1.34, 12.45) and wide confidence intervals demonstrates the impact of small 
numbers in categories of ABS groupings. The variable could not be collapsed further 
without compromising clinical significance. The model also lost significant variance and 
ceased to be a good fit without country of birth being included, suggesting the need for 
further research with a larger sample. 
 
Table 4.5.5 presents the results from binary logistic regression and demonstrates risk 
factors for re-admission. After controlling for all factors in the model, the adjusted OR 
shows the odds of re-admission were approximately twice as high for those born in SE 
mid Europe (OR =1.98, 95% CI, 1.13,  3.47), relative to Oceanic countries inclusive of 
Australia and their neighbouring Pacific Islands), These findings suggest minority groups 
maybe at higher risk of readmission  
 
The odds of re-admission were almost three times higher for those triaged as emergent 
(ATS1&2) relative to those triaged as semi to non-urgent (ATS4&5) on presentation to 
ED. After controlling for other factors in the model, the adjusted OR was slightly higher 
than the unadjusted OR (2.88: 2.52). Those triaged as urgent (ATS 3) also had increased 
odds of re-admission by 2.46 (95% CI = 1.29, 4.67). These findings suggest patient acuity 
plays a significant role in prediction of re-admission. 
  
Presenting with chronic conditions also increased the odds of readmission by 2.5 times 
compared to those presentations without chronicities (OR = 2.54, 95% CI= 1.01, 6.39). 
Particularly, those with CKD or renal problems were at three times the increased odds of 
re-admission than those with no history of CKD or renal problems (OR =2.97, 95% CI= 
1.95, 4.50). Additionally, having a history of falls related injuries also increased the odds 
of re-admission two fold compared to those presenting without a history of falls. In 
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controlling for other factors in the model, the unadjusted OR has increased (OR =1.91, 
95% CI 1= 1.07, 3.39). Lastly, the odds of re-admission also increased by 1.76 times or 
76% for each incremental increase in the number of presentations (OR = 1.74, 95% CI = 
1.39, 2.17).  (See Table 4.5.5 on page 132)  
 
The suggested associations between re-admission and history of all the remaining chronic 
problems noted in the bivariate analysis were no longer significant in the regression 
analysis. At the bivariate level, a number of sub-acute patients’ clinical profile factors 
were associated with re-admission. Binary logistic regression was used to test these 
associations. After controlling for other factors, clinical profile factors, the number of 
presentations, presenting a history of chronic kidney or renal problems, or falls related 
injuries and being triaged as urgent to emergent, all remained strong indicators of re-
admissions. As such, the third hypothesis that “There is no relationship between clinical 
profile of the older sub-acute population and re-admissions”, was rejected.  
 
The fourth hypothesis posited that “There is no relationship between the sample’s pattern 
of IHS use and re-admissions”. Although at bivariate level, no significant associations 
were identified at the p< 0.05 level, uptake of community services was significant in the 
preliminary model and was affected by multi-collinearity with ATS, diagnoses and 
presenting complaints. Despite these findings, regression demonstrated no significant 
associations between this variable and re-admission. As such, the findings support the 
fourth hypothesis. 
 
Cases with large Z residuals > 2 and identified as misclassified cases or a poor fit for the 
model, were analysed.  Findings demonstrated that relative to the eligible sample 
(n=4153), cases had a higher number of chronic diseases (mean 4.01(SD 2.43): 5.37(SD 
2.54). Compared with the whole sample, nearly twice the proportion of the misclassified 
cases were obese (3.6%: 6.5%), or had a history of smoking (15.6%: 26.6%) and a higher 
proportion were triaged as ATS 2 on arrival to ED (19.5%: 25.3%). Interestingly, a higher 
proportion of misclassified cases than eligible cases was also referred to IHS in ED (10%: 
19.9%) and were seen by IHs clinicians (16%: 19%) and risk screened (10.8%: 13.9%). 
These associations therefore suggest a need for further research with a larger sample.  
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4.6 Summary Phase One Results 
Phase One of the current research aimed to develop a profile of IHS clientele through 
exploring the characteristics and patterns of health service use in the older sub-acute 
patient population accessing EDs and IHS in SEQ public hospitals. Findings from data 
collected from a cross section of three public hospitals in Southeast Queensland 
demonstrated a socio- demographic and clinical profile and pattern of ED and IHS use for 
the sample that presented during April-May 2011. The associations between these factors 
and both re-presentation and re-admission were also described.  
 
The major findings were that, despite a majority of cases being urgent to emergent on 
arrival in ED, few eligible cases accessed IHS. Findings demonstrated the clinical profile 
of the older sub-acute population was a significant risk for re-presentation and re-
admission. Although the bivariate associations between both dependent variables and IHS 
factors were not statistically significant at the level prescribed in this study of p < 0.05, 
regression analysis demonstrated no significant associations. As the clinical profile was 
important in predicting risk of both re-presentation and re-admission, the small number in 
the sample suggests the need for further research to explore relationships between IHS 
use factors and the clinical profile of older ED patients. 
 
The next chapter discusses the theoretical framework for the second phase of this 
research, which explores ED experiences of older sub-acute patients. The findings from 
Phase Two are presented in Chapter Six and the findings from both phases of the research 
are integrated in Chapter Seven for the final interpretation and synthesis. 
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CHAPTER Five: 
Phase Two Theoretical Framework and Methods 
5.1 Introduction 
In the last two chapters, the Phase One study methods and results were presented. While 
Phase One provided a profile of the characteristics of the older ED and IHS clientele and 
their patterns of ED and IHS use, findings did not explain why so few accessed IHS or 
why there was no relationship between IHS and re-presentation or re-admissions. This 
chapter discusses the Phase Two study which addressed the second research question. 
How do older sub-acute patients experience health service at the hospital 
community interface when they seek acute care in emergency departments in 
South-east Queensland Public Hospitals?  
The ambiguity and complexities of exploring the research problem and the contexts of 
both the ED environment and older people with differing comorbidities, required 
understanding of health service for the older sub-acute patient in various socio-
environmental contexts from multiple perspectives. Understanding older sub-acute 
patients’ needs and priorities for health and health care in ED was important to inform 
IHS development.  
 
Phase Two applied a constructivist approach to explore older sub-acute patients’ ED 
experiences. This chapter provides the rationale for the use of a constructivist approach as 
the theoretical framework and how it was applied to this phase of the research. The 
discussion then turns to a detailed description of the methods of recruitment, data 
collection and analysis.  
5.2   Constructivism 
Constructivism as a philosophy and methodology has developed  with some philosophical 
and methodological variations (Appleton & King, 2002; Appleton & King, 1997; 
Charmaz, 2006; Clark, 2012;  Denzin, 2009; Guba & Lincoln, 1989 ; Hanson, 2001, 
2014; Pouliot, 2007; Shidler, 1998; Shukla, 2009; Steib, 2005; Tetley, Grant, & Davies, 
2009). Nonetheless, this broad area of knowledge is underpinned by the assumption that 
people construct knowledge, not discover it, and that objective knowledge and truth are 
dependent upon perspective (Denzin & Lincoln, 1998; Guba & Lincoln, 1985; Hanson 
2014; Oxford, 1997; Schwandt, 1998; Silverman, 2008).  
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The research sought  to understand the constructed reality of being in the ED for older 
sub-acute patients as the ontological component of the individual’s constructed world 
(Guba & Lincoln,1985). A further objective of the research was to explore how the sub-
acute population came to know and understand their ED experience, which is considered 
the epistemological component or the nature of knowing  (Guba & Lincoln, 1985). 
Constructivists argue that epistemology and ontology are interdependent and that how 
one comes to know and understand a reality is dependent on the experiences of that 
individual within their world (Denzin & Lincoln, 1998, 2005; Pouliot, 2007; Schwandt, 
1998). This interdependence of knowledge and reality has also been termed the science of 
knowing and being (Pouliot, 2007).  
 
As such, this research posits that older persons with life and hospital experiences will 
have a range of perspectives on the ED visit and know different things about the ED or its 
service delivery. The research process therefore sought to draw out older sub-acute 
patients’ ED experiences of what it means to be in the ED, to understand their interactions 
and how knowledge  was created or constructed (Appleton & King, 1997; Denzin & 
Lincoln, 1998; 2005;Hanson 2014). This process generated an understanding of the 
reality or nature of the ED experience from older patients’ view points and of how they 
came to understand and make sense of the ED visit.  
 
In the broad frame of qualitative research, constructivist and interpretive approaches are 
associated with a range of theoretical ideas. In the 1980s, Guba and Lincoln  proposed a 
distinct methodological approach which they termed naturalist inquiry, which 
subsequently acknowledged and shared the assumptions of constructivism (Guba & 
Lincoln, 1985; 1989; 1998). Naturalist inquiry was initially argued as a way of observing  
and describing what people experienced and understood about the nature of being in their 
world (Guba & Lincoln, 1985; 2005). This work remained primarily descriptive and 
objectively reported. Constructivism has since drawn from various theoretical fields 
including phenomenology, ethno-methodology, feminism, hermeneutics and social 
research (Denzin & Lincoln, 2005; Loveland, Randall, Corrigan, & Ralph, 2005).  
Following on from social constructionism, where the socio-political influences on how 
knowledge was constructed by individuals and society are considered (Dewey, 1938), the 
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development of social research more generally has influenced the evolution of 
constructivist methodology (Appleton & King, 1997; Guba & Lincoln, 1989; Hanson 
2001). An  example is the more recent movement of constructivism into the realm of 
grounded theory, whereby theoretical analysis is seen as not just inductive but also 
interpretive;  understanding of reality is interpreted and not just objectively reported 
(Charmaz, 2005; 2006). For Charmaz, reality is  constructed, co-constructed or 
reconstructed stories of interactions, events or phenomena  (Charmaz, 2006).  
 
Thus overall constructivism is primarily underpinned by four principles.  
The first is that realities and their components are interpreted, the second that causation as 
influenced by changing knowledge related to attitudes and interpretations of new 
experiences, the third that a the researcher influences the phenomenon being explored, 
and finally how that values influence the research process (Appleton & King, 2002; Guba 
& Lincoln, 1985; Charmaz, 2006).  
 
While the human researcher is the instrument of choice to co-construct meanings and 
understandings of a phenomenon, methods from this position vary and include inductive 
and interpretive analysis and case reporting. The emphasis then is on issues of 
authenticity and trustworthiness for rigour rather than predefined methods (Denzin & 
Lincoln, 1998; 2005; Guba & Lincoln, 1985; 1989; 1998; Denzin, 2009). This is so 
because the constructivist position assumes no one truth or reality an assumption that 
gives rise to the concept of relativism.  
5.3 Relativism  
  A relativist’s ontological belief is that individuals or whole communities co-construct  
multiple realities through shared socio-environmental experiences which are subjective 
(from the perspective of the individual) and interactional, where interaction between 
people or shared experiences form co-construction of meaning and knowledge 
(epistemological component), and differ in various socio-environmental contexts (Denzin 
& Lincoln, 2005; Guba & Lincoln, 2005; Denzin, 2009) . Relativists hold a belief in 
human fallibility and recognise both the incompleteness of human knowledge 
development and the changes that occur in our beliefs as new knowledge becomes 
available. As such, relativists pose no one absolute truth or reality, only what people or 
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groups construct, interpret and understand about that reality and live with (Appleton & 
King, 1997; Charmaz, 2006; Denzin & Lincoln, 2005; Steib, 2005).   
 
The advantage of assuming a relativist constructivist position is that it facilitates an 
exploration of patients’ experiences in EDs as they exist within different socio-political, 
geographical, environmental and personal contexts. This process illuminates multiple 
viewpoints of what it means to be in that experience (Appleton & King, 2002;  Denzin & 
Lincoln, 2005). Of interest in the current study were the socio-environmental influences 
on older people’s ED experiences with health services. In the context of limited evidence 
around IHSs and a lack of agreement between health care professionals and patients on 
patient priorities in ED, this raises questions of equity and effectiveness of service 
provision. Relativism  provides the  tool for  understanding the reality of social or 
bureaucratic structures and mechanisms that lead to the social experiences (Wainwright, 
1997) and respects the value of diversity in perspectives (Swoyer, 2003; Hanson, 2014). 
As such, relativism provides an approach to draw out multiple viewpoints on the realities 
of service provision within EDs.  
 
In this study, relativism provided a means to illuminate patient and service provision 
issues from patients’ perspectives rather than narrowing the focus to either solely the 
meaning in processes (Lindgren & Packendorff, 2009) or exclusively to socio-political 
issues (Reddy, 1997). It was important to acknowledge the power imbalances and 
opposing perspectives that contemporary constructivists view as influencing how people 
think and perceive their reality (Appleton & King, 2002).   
 
A criticism of relativism is that it is vulnerable to the accusation of being nihilistic 
because there can be nothing against which to judge research findings. Yet others assert 
that positivist tenets which seek proof as evidence, avoid recognition of the individual’s 
perspective or interpretation of the experiences, further marginalising vulnerable groups 
(Denzin, 2009). As Alvesson and Skoldberg (2009) argue, concerns for relativism can be 
countered by highly reflexive research where empirical data is seen as something to be 
engaged with and as an uncertainty, and where there is ambiguous relationship between 
researcher, theory and data.  
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5.4 Reflexivity  
It is acknowledged therefore, that the researcher’s values, beliefs and role in the research 
process are important as they are formed from past experiences and have an influence on 
participant/researcher co-constructions. As such, concepts were clarified reflexively and 
intuition was used to look for conflict associated with the empirical accounts. Reflexive 
clarification was used to increase understanding of expression, interpretation and 
identification of different meanings. The researcher also reflexively considered the 
cultural, political and socio-economic contexts and the body language of the interviewee 
for congruency with the spoken word (Appleton & King, 2002; Appleton & King, 1997) 
to clarify concepts during interview. Knowledge constructed from data or facts is seen as 
interpretations of findings irrespective of whether from positivist or non-positivist 
methods or adherence to methods (Alvesson & Skoldberg, 2009). Reflexivity is 
considered the power base to facilitate more reliable interpretations, and construction of 
knowledge, validating findings and written reports (Alexander, 2005; Alvesson & 
Skoldberg , 2009; Kincheloe & McLaren, 2005; Moscoso, et al., 2006; Waldern, 2006). 
The researcher’s intuition and ability to reflect, interpret and respond to the interviewee’s 
cues to maintain a working relationship and guide the research, are seen as integral in 
constructivist methods (Appleton & King, 1997).  
 
Together with reflexive consideration of all perspectives and options, the researcher 
formed judgements about what was more plausible in interpretation to increase rigour. In 
so doing, reflexivity increased the trustworthiness, dependability and reliability of the 
reporting of multiple viewpoints without a definitive solution (Denzin & Lincoln, 1998; 
Guba & Lincoln, 1985; Quinn-Patton, 2002). As such, the less obvious aspects of service 
provision were critically interpreted and the researcher’s own position was reflected on 
during analysis, which is considered necessary to avoid empiricism and reductionist 
positions or acceptance of something as a norm. Hence, as co-construction of knowledge 
between researcher and interviewee is seen as the result of interpretations, the dimensions 
in the process of interpretation required reflection (Alvesson & Skoldberg, 2009). 
5.5 Validity: A Contested Space  
Rigour or validity in qualitative inquiry is a contested space. Reflexivity and rigour are 
also contentious issues in qualitative research and no less in constructivism. Indeed, the 
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very notion of co-constructed knowledge and the diversity of contexts would exclude 
proof of objectivity and validity in an absolute truth. Experience in the ED is subject to 
diverse social and contextual influences providing this research with multiple view-points 
on the ED experience. Therefore addressing validity, reliability or rigour was important. 
 
Researchers still refer to Guba’s and Lincoln’s (1985) criteria for trustworthiness and 
authenticity of credibility, dependability, transferability and confirmability in the research 
process (Appleton & King, 1997; Denzin 2009; Denzin & Lincoln, 2005; Hanson, 
2014;Wilson-Brown 2009) . Yet others argue that these concepts are grounded in 
positivist assumptions and this whole area around rigour issues needs reconsideration 
(Henwood, Pidgeon, Parkhill, & Simmons, 2010; Waldern, 2006). Ethical and moral 
obligations around interpretation are considered by others as more important to ensure 
understanding than adhering to inflexible quality criteria in which reflexivity plays an 
important role. Additionally qualitative research that respects the diversity in methods 
needs to be flexible and appropriate enough to address the context of the research 
problem (Alvesson & Skoldberg, 2000; Denzin, 2009; Hanson, 2014). This divergence in 
natural inquiry perspectives is seen in the many methodological frameworks.  
 
A number of strategies were used to maintain rigour in the second phase of the current 
study. The researcher reflected on the years of clinical experience in critical care areas 
including emergency departments which provided the researcher with both pre-existing 
rapport with managerial contacts in these areas, a track record of clinical expertise, 
experience with critical and sub-acute patients and their relatives, and insight into the 
structure and processes in EDs in relation to older sub-acute patient care. This was 
necessary for the researcher to understand the impact that these factors had on decisions, 
attitudes and the advocacy role (Alexander, 2005; Denzin & Lincoln, 2005).    
 
Rigour in data collection was achieved whereby the researcher generated information 
from an appropriate sample using selection criteria, to address  the research questions 
(Denzin & Lincoln, 2005; Denzin, 2009) and remained focussed and true to the 
constructivist philosophy and methods, through use of experience and by adherence or 
fidelity in the use of methodology (Quinn-Patton, 2002; Waldern, 2006). The researcher 
remained focussed on methodological issues and specifically the interview method. The 
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dialectic cycle was incorporated in the methodological plan for this study and utilised 
during the interview to clarify concepts, to develop a consensus in co-constructions and 
reconstruction of meaning and to develop new knowledge which is seen to maintain 
researcher fidelity (Appleton & King, 1997; Henwood, et al., 2010). The researcher 
remained open and reflexive in interviews which decreased  power imbalances and 
facilitated inter-subjectivity (while being aware of objectivity) in the construction of new 
knowledge (Waldern, 2006). Additionally, the researcher remained perceptive to 
participant’s non- verbal responses as negotiated meaning or consensus on perceptions 
and actions are necessary for correct interpretation of participants’ responses during the 
interviews (Quinn-Patton, 2002; Reiter, 2010). 
 
There were a variety of processes used to ensure rigour in data analysis. The researcher 
reflected upon the researcher patient relationships, understanding of the narrative, the 
cultural context, the negotiation process in assessing the ambiguities, tensions and 
contradictions within data (Alvesson & Skoldberg, 2009). The inferences, interpretations 
and judgement calls were cross checked with the raw data, this increased confirmability 
and dependability in trustworthiness of findings (Charmaz, 2006;  Denzin & Lincoln, 
1998; Quinn-Patton, 2002; Schwandt, 1998).  
 
To ensure rigour in reporting of analysis the researcher was transparent and maintained 
fidelity in method through researcher perceptions being acknowledged and the 
participant’s perceptions, interpretations and actions were supported with textual 
evidence. Participants’ narrative was provided in reported findings for transparency in 
interpretations to allow for critical review (Waldern, 2006). The researcher also consulted 
the research team at all stages of data analysis and development of reports for 
dissemination of findings to ensure all contexts and interpretations were reflexively 
considered (Henwood, et al., 2010; Liamputtong & Ezzy, 2005). As such, the researcher 
followed the research plan (Guba & Lincoln, 1985) adhered to the methodological design 
to increase rigour (Moscoso, et al., 2006). 
 
The nature of constructivism assumes multiple co-constructions of reality where there are 
no benchmarks, no absolute truths. Overall the advantage of taking a relativist 
constructivist philosophical approach in this research is that it facilitated a comprehensive 
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exploration of older patient experiences in EDs in different contexts. Highlighting 
consumers’ perspectives on different aspects of health service in various contexts gave 
voice to important issues. The following section describes the methods used to explore a 
sample of older sub-acute patients’ experiences with health service in ED from a 
constructivist methodological approach. 
 
5.6 Phase Two Methods 
5.6.1. Overall Purpose of the Research 
The overall purpose was to generate new evidence based information that will inform 
health service planners in the development of appropriate service models in EDs for older 
people presenting with acute episodes of chronic conditions.  
5.6.2. Phase Two Research Aim 
The Phase Two study sought to develop a greater understanding of how health service is 
being delivered to older sub-acute patients accessing acute care in SEQ public hospital 
EDs through exploring their ED experiences with health services in different settings.  
5.6.3. Phase Two Research Question 
How do older sub-acute patients experience health service at the hospital community 
interface when they seek acute care in emergency departments in South-east Queensland 
Public Hospitals? 
5.6.4. Phase Two Research Objectives   
1) To explore, co-construct and interpret how older sub-acute patients experience  
the nature and reality of the ED from their perspectives  
2) To explore, co-construct and interpret older sub-acute patients’ ED experiences 
from their perspective, in relation to their needs issues and priorities for health 
service in SEQ public hospital emergency departments.  
3) To generate a clearer understanding of the factors which influence older sub-
acute patients’ needs and priorities related to IHS and continuity of care on 
discharge from EDs to inform health service planners. 
4) To generate a framework for evaluation of IHS in ED 
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5.7 Phase Two Study Design 
A purposeful sample was recruited and in-depth interviews used for data collection. The 
analysis was interpretive.       
5.7.1. Setting 
The setting was the same sample of Public Hospitals in South-East Queensland as in the 
Phase One study. (See Chapter 3, Section 3.4.1)  
Three Queensland Government Hospitals:  
 A large  tertiary referral metropolitan setting - Category A Hospital 
 A large urban setting                                       - Category B Hospital 
 A regional / semirural setting                          - Category B Hospital 
5.7.2 Sample and Sampling 
5.7.2.1 Sampling 
A purposeful sampling approach was nested within the logic of maximum variation 
sampling. This study required diversity in sampling to draw different perspectives from 
multiple stakeholders, which is consistent with constructivist methodology (Quinn-Patton, 
2002). The rationale for purposeful sampling was the identification of information rich 
sources for data collection, to gain maximum variation and to increase the range and 
scope of data. This was also necessary to address the aim of the research (Appleton & 
King, 1997; Quinn-Patton, 2002). Therefore selection criteria were applied to purposively 
choose participants, to answer the research question (Quinn-Patton, 2002).  
5.7.2.2 Participant Selection Criteria 
To purposefully select a sample of older sub-acute ED patients reflecting the sample 
analysed in Phase One, the same selection criteria were used as those in Phase One which 
profiled this population.   
 Patients over 65 years (45 years for Indigenous)  
 Presenting to the ED with or having a history of one or more chronic conditions 
 Able to communicate and give informed consent  
5.7.2.3 Sample Size 
Initially, five older patients were recruited from each setting.  From the initial recruitment 
in setting one, one participant withdrew. This resulted in four participants in this setting 
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one. From the sample of five participants recruited from setting two, one withdrew with 
no explanation. Another discussed a short term return to India to see a sick brother at the 
time of recruitment, but failed to return to Australia as expected and was lost to follow-
up. This left a total of three participants from setting two. One participant in the sample 
from setting three became too confused to be a reliable source of information, and a 
second postponed a number of interview appointments because of poor health, resulting 
in three interviews from the third setting.  
 
Figure 5.7.2.3 Phase 2 Sampling 
 
A second round of recruitment was undertaken. Two participants were recruited in setting 
two but were subsequently lost to follow-up appointments. From setting three, a further 
two participants were recruited, one of whom suddenly was lost to the research before the 
interview. The second didn’t respond to phone messages. Ultimately ten older patients 
were interviewed (n = 10) from across settings (See Figure 5.8.2).  
5.7.2.4 Methods of Recruitment  
Following ethics approval, meetings were arranged with the managers or directors of the 
EDs in each setting, where they were given written and verbal information about the 
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research, its aims or potential benefits, design, risks, and processes (See Appendix Three). 
Access to Emergency Departments was the same as for Phase 1. Meetings were arranged 
with ED and Community Hospital Interface Program (CHIP) managers to establish the 
method of accessing an ED. The researcher was given access codes and cards for entry to 
the EDs in two facilities. In setting two, managers arranged for entry to ED at agreed 
times.  
 5.7.2.5 Access to Participants 
Potential participants from all settings were identified by either ED or CHIP clinicians. 
As these patients were in the ED for acute care, access to patients occurred in negotiation 
with clinicians. Potential participants were only approached when clinicians were 
satisfied that this did not interfere with clinical care or patient safety. The CHIP RNs or 
ED clinicians introduced the researcher to potential participants and patients were then 
given the same written and verbal information regarding the research. They were then 
invited to participate. Informed voluntary consent was obtained from all participants prior 
to data collection from their charts. Arrangements were made for follow-up to make 
mutually agreeable appointments for interviews. Only one interview was conducted in the 
hospital setting. 
5. 7.3 Instruments 
5.7.3.1 In-depth Interview Guide 
One broad question was developed for in-depth interviews with each participant to 
address the research aim.   
“How did you experience health service when you last presented to the emergency 
department?” 
Where people had trouble answering the question above or difficulty starting, the 
question was repeated and where necessary an additional question was asked. 
“Tell me about your last visit to the emergency department”. 
5.7.3.2 Data Abstraction Tool 
The data abstraction tool from Phase One of the research was utilised to collect data from 
participants’ medical files to standardise data collection across the two studies in this 
research.  (See Appendix One) 
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5.7.4 Data Collection Methods  
The data collection methods were guided by the study design. Data was abstracted from 
participants’ charts after recruitment to compare socio-demographic and clinical profiles 
and patterns of ED and IHS use, with the sample from Phase One. Data were also 
collected through in-depth interviews. The researcher was the instrument and interviews 
were voice recorded.    
5.7.4.1 In-depth Interviews 
In-depth interviews were conducted consistent with constructivist methodology to 
provided sufficient time for participants to explain issues or concerns and to give 
examples, and for exploration and clarification of issues and concepts that arose (Rubin & 
Rubin, 2005). Developing an understanding of participants’ current experiences and 
constructions of reconstruction of past experiences and future projected constructions, 
provided insight into the historical development of knowledge, which is also consistent 
with constructivist inquiry (Denzin & Lincoln, 2005). 
 
A number of communication techniques were used during the interviews. The researcher 
built trust and rapport with the participant during the interview to develop a relationship. 
This was achieved through cultural safety and awareness, maintaining an empathetic 
respectful approach, and appropriate self-disclosure during the interviews. These 
approaches are seen as important considerations in order for participants to be willing to 
communicate, interact, or share information with the researcher (Denzin & Lincoln, 2003; 
Rubin & Rubin, 2005). The researcher also remained professional, used advanced 
communication skills, reflexiveness and adaptability, to draw the personal experiences 
during the interview. The interview  provided an opportunity to directly observe the 
participant and interpret body language or cues, which was used to clarify meaning or 
explore how people felt about issues or coped with situations to increase understanding of 
concepts (Rubin & Rubin, 2005; Silverman, 2003).  Examples of clarification are 
provided in the following boxes. 
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Figure 5.7.4 Process of Clarification: Examples 
Example 1  
Researcher: How were you feeling at this stage? 
Lenore: OH I wasn’t too concerned as they said there wasn’t anything to worry 
about at that stage but something could happen you know. So I just sort of, you 
know, all I could do is relax and hope it doesn’t go any further. 
Researcher: Why were you not concerned? 
Lenore: because I was in the right place I just figure I was in the right place at the 
right time and if it was going to go further there were people who could deal with it? 
 
Example 2 
 
 
 
 
 
 
A comprehensive understanding of the participant perspectives was ensured through the 
use of open ended, probing and follow-up questions during the interview process. It was 
necessary to explore ideas, concepts or issues to seek clarification or keep the interview 
on track (Rubin & Rubin, 2005). Paraphrasing, feedback and reflective techniques were 
used to clarify understanding of meaning (Punch, 2005).  
 
The researcher also reflexively explored the nature of the interaction between researcher 
and phenomenon and participant experiences, which provided both scope and depth to 
data (Appleton & King, 1997; 2002). The researcher remained responsive and reflexive to 
cues which enabled interaction, adaptability to explore unpredictable issues, maintenance 
of a wholistic focus, use of intuition for a deeper awareness of situations or issues, and the 
processing of information immediately to explore, clarify and summarise, to increase 
trustworthiness in data collection (Guba & Lincoln, 1985). The researcher co-constructed 
knowledge of important issues, what an experience meant to that person or what their 
attitude or beliefs were towards an issue. As such, the researcher contributed to the 
Researcher: that’s interesting, that’s good. So,  just checking I’ve understood you 
correctly, you relied on the judgement of your neighbours to go to hospital? 
Vicky: Yes that’s right,  OH I knew I had to go but I didn’t want to go I was putting it 
off and then the ambulance came and they took me to hospital… 
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constructed meaning of not just what happened, but why and how (Alvesson & Skoldberg 
2009). All interviews were voice recorded, which is considered an optimal tool for 
ensuring fidelity of data representing participant voices (Guba & Lincoln, 1985). For 
Participant Information and Consent Form, see Appendix Three. 
5.7.4.2 Length of Interviews  
No time limit was imposed upon interviews, as emergent inquiry cannot be predicted 
(Rubin & Rubin, 2005; Yin, 2009a). The researcher actively listened and explored all the 
participant perspectives with follow-up questions and probes, which increased the 
dependability of data collected ( Henwood, et al., 2010).  The researcher assessed how 
communicative participants were, the dynamics between the researcher and participant, 
and the participant’s needs or preferences; additionally, interviewee / interviewer fatigue 
was considered during the interview process to guide timing (Rubin & Rubin, 2007). The 
interview process varied from half an hour to two hours. (See Appendix Five) 
5.7.5 Phase Two Data Analysis Methods 
 5.7.5.1. Introduction 
The analysis process was interpretive as consistent with a constructivist approach. The 
analysis was informed by constructivist methods (Appleton & King, 2002; Charmaz 
2006; Hanson 2014 ). The process included the following steps: transcription, coding, 
categorising, looking for convergence and divergence and interpretation of findings. 
5.7.5.2 Data Coding and Cleaning 
 All interviews were transcribed verbatim from audio to text data by the researcher in 
preparation for analysis and to justify findings with textual evidence for dependability and 
for transparency (Quinn-Patton, 2002; Waldern, 2006).  Following  transcription, all data 
were initially organised, labelled and catalogued for fidelity  and ease of access (Duque, 
2010). All transcriptions were re-listened to a number of times for familiarity and to 
ensure accuracy of transcriptions. For safe keeping, a master copy of all raw 
transcriptions was maintained  and stored on a password protected computer at QUT in 
line with ethical requirements. The working copies were then de-identified and each 
participant was given a pseudonym. 
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Step 1: Interpretive Analysis  
Data were reflexively interpreted to understand the meaning participants constructed from 
their experiences and what the nature of reality of health service was to individuals. This 
process involved unitising categorising to break down each narrative and to re-build from 
the data a matrix of co-constructed categories. 
Unitise 
The researcher deconstructed the transcribed data into basic units or concepts that 
reflected a process or action (Charmaz, 2006), behaviour, opinion, outcome, conflict, 
prior experience, coping strategy or any other concept identified (Ryan & Russell, 2003) . 
These were the initial units or concepts identified in analysis and assumed the form of 
words, sentences or paragraphs that were associated with processes or actions (Charmaz, 
2006). 
Coding 
Coding of the identified units of meaning used words, not numbers and included clear 
inclusion and exclusion criteria with examples of text. Coding decisions were developed 
and refined during the data analysis process using Nvivo. By the time the initial units 
were identified the researcher had sorted and interpreted most data. This step involved an 
engagement with data word by word, line by line, or focussed on segments or on 
incidents experienced. This was then followed by more focussed coding (Charmaz, 2006). 
Coding was refined through this process to more fully extrapolate participant meanings. 
Categorise 
These units or concepts were sorted and built into categories of meaning. Categories were 
built from convergence of typologies or recurring concepts. An inventory of typologies or 
the key words, phrases, sentences or names for concepts and behaviours that people use 
was developed in N-Vivo. The researcher also looked for and developed names for 
categories of meaning, concepts and behaviours that the participant could not express; 
that is etic analysis (Quinn-Patton, 2002).  Categorisation also made sense of participants’ 
expressed experiences with health services; that is emic analysis (Quinn-Patton, 2002). 
The categorisation decisions were also kept in a reflexive journal and stored in N-Vivo. 
 
Data were judged by how well they fitted into a category, how much sense they made to 
belong in that category. The researcher moved between data and categories, checking or 
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verifying accuracy of data and meaning, to ensure data were placed in the most 
appropriate category. This involved judgement, prioritisation and the best use of data. . At 
this stage, the codes became more conceptual as they were redesigned and compared with 
data (Charmaz, 2006). During this process, categories were refined and this process was 
achieved in consultation with research supervisors. 
Pattern Building 
The researcher then looked for patterns or relationships in concepts and categories and 
systematically explored convergent and divergent perspectives, or alternatives in the data. 
The researcher looked for concepts that fitted together meaningfully and these were 
placed into larger categories that were plausible and integrative, consistent with the text 
or convergent concepts. Divergent categories were looked for in those concepts that did 
not fit or diverged from a category of meaning.  
 
This stage of analysis pulled the data back together after its dissection by interpreting , 
synthesising and reorganizing data, where relationships were conceptualised and 
categories linked to inform theory development (Charmaz, 2006).  The diversity in 
participant experiences revealed multiple realities or view-points of the phenomenon 
under study. The common concepts that arose from the uniqueness of the various sites or 
participants were of interest to the inquiry.  Patterns in categories of meaning generated 
from data were used to fill a data matrix from an analytical framework to visualize the 
patterns (Quinn-Patton, 2002).  
 
As such, patterns reflected co-constructed meaning consistent with the constructivist’s 
paradigm on co-construction of reality. Analytic decisions were kept in N-Vivo for 
transparency (Waldern, 2006), for verification of decision in analysis and conclusions 
(Duque, 2010) and for trustworthiness of interpretations of the data (Guba & Lincoln, 
1985).  
Step 2 Interpretation of findings  
After data were analysed, data were interpreted to synthesise meanings. At this stage, all 
analytical outcomes were interpreted collectively to develop understanding of health 
service in ED from multiple older patients’ perspectives. The hermeneutic dialectic 
process was used to clarifying participant meanings through researcher interaction with 
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the participant during the interview process and was reflexively re-considered during data 
analysis, which is considered important in understanding of interpretations and co-
constructed knowledge in constructivist methods (Appleton & King, 1997; 2002). From 
the participants’  re-presentations, understanding of the research process and the 
researcher’s and participants’ co-constructions, multiple constructions of what it meant to 
be in the ED were constructed (Koch, 1995).  
 
Interpretation of findings is about the significance and logic in the conclusions. The 
researcher made judgements, decisions, sorted what was important from insignificant and 
drew conclusion from the findings. Responsible ethical reasoning and good value 
judgements were used in order to interpret the findings in their particular context (Quinn-
Patton, 2002) and draw theory from participants’ stories (Charmaz, 2006). The researcher 
reflexively considered the socio-environmental and political contexts of the findings and 
the researcher’s prior knowledge, experience, and influence in the research process, 
which is necessary for fidelity in interpretations and understanding of co-constructed 
meanings (Alvesson & Skoldberg, 2009). 
Final Interpretation 
 Interpretation is viewed as a logic that one explanation  is more probable than the next 
and serves as a form of validity (Thompson, 1981), or ethical decision making (Schwandt, 
1998). The researcher made decisions about what was more plausible to include and what 
was irrelevant in order to understand how participants co-constructed knowledge with the 
researcher, together with the reality of being in and experiencing health service in the ED.  
During the interpretative process, data were explored to confirm both perceived 
constructed realities and misconceptions, causality, relationships and reveal hidden 
concepts and meanings in text (Quinn-Patton, 2002). This was necessary to critically 
interpret rather than just describe what was found or the less prominent constructs of what 
it meant to be in ED, but also to improve understanding of the less obvious impact of ED 
experiences (Alvesson & Skoldberg 2000). During interpretation, all avenues were 
explored to address issues of trustworthiness and authenticity (Appleton & King, 2002; 
Guba & Lincoln, 1985).  The interpreted significance of categories  was placed in a data 
matrix or analytical framework in N-Vivo that helped visualise and refine patterns and 
assisted the researcher to organise the findings into conceptual categories of meaning 
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(Quinn-Patton, 2002). These new patterns in categories explained the behaviours of 
stakeholders and the meanings they attributed to structures and processes related to health 
service for older sub-acute patients in ED.  
Evaluation Framework 
These new constructions or information generated theories for testing (Charmaz, 2006) 
and theories were used to generate hypotheses developed from the collective analysis for 
further research (Quinn-Patton, 2002).  Concepts were identified from the findings to 
populate a framework for evaluation or to develop an evaluation strategy for health 
service for older sub-acute ED patients. The analytical approach in the data matrix 
included criteria of processes, functions or policies related to organisation or delivery of 
health service inclusive of patients’ issues or priorities that arose. The evaluation 
framework serves as a tool for improving health service organization and delivery. It is 
anticipated that the new knowledge will generate debate and inform health service 
planners. 
Reporting of Findings 
Finally the analysis tells the story of health service for older sub-acute patients from their 
perspective. The reported findings address the reality of health service for older sub-acute 
patients presenting to a sample of public hospital EDs, illuminating multiple perspectives 
in the unique contexts of the people who constructed them and the settings in which 
experiences occurred. As such, when considering the transferability issues of 
trustworthiness in research findings, any findings about the nature of the phenomenon are 
tentative and not generalizable to different contexts or settings (Denzin & Lincoln, 2005; 
Guba & Lincoln, 1985). A thick description of the findings is provided for independent 
stakeholders to interpret and judge the value, worth or applicability to their own place of 
work. This approach sees constructions as working hypotheses to describe the 
phenomenon or situation, which is subject to change as individuals or communities 
become more and more informed (Denzin & Lincoln, 1998; Schwandt, 1998).  
Constructions also revealed conceptual ideas for theories as they explained why or how 
things happened (Charmaz, 2006). The following chapter presents the cross sectional data 
from patient charts and the qualitative findings.
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CHAPTER Six: Phase Two Findings 
Chapter Six presents the Phase Two findings. First descriptive statistics demonstrate the 
profile of interviewees recruited in the ED. While the Phase One study profiled the older 
sub-acute population and their pattern of health service utilisation during a two month 
sampling time frame, findings from Phase two of the study demonstrate that Phase 2 
participants were similar in characteristics to the Phase One sample. The qualitative 
findings follow. Quotes and rich text are provided from participants’ transcripts to 
support co-constructed concepts and categories of meaning throughout the findings. 
6.1 Socio-demographic Profile  
The mean age was 78 years (SD = 6.1). There was an equal proportion of males and 
females Males (n=5), Females (n=5).  Seven participants were Australian. One was from 
the UK and two were European. There were no Australian Indigenous people recruited or 
interviewed in Phase Two. Eight participants were married, two were widowed and nine 
were pensioners with one having another source of income (UK pension). All were reliant 
on Medicare (n=10). The socio-demographic profile of interviewees was similar to Phase 
One findings.  
6.2 Clinical Profile on Presentation 
Most interviewees arrived in hospital by ambulance (n=6) and were self-referred (n=8). 
All participants presented with chronic conditions or a complication (n=10). The most 
common type of presenting complaint according to ICD codes (QLD Health, 2011 ) was 
for types of CVD (n=2), injury related falls (n=2) and other chronic problems (n=2). 
There was one presentation for each of the following conditions: diabetes, chronic 
respiratory condition, oral or ENT and neurological problem. Most of the sample 
presented with urgent to emergent conditions (ATS2, n= 4; ATS3, n= 4, ATS 4 and 5, n= 
1 each).  
 
In addition to their presenting complaint, all participants had multiple comorbidities: a 
mean 7.6 (SD= 2.5) chronic conditions and all had risk factors for chronic conditions. 
Seven had a history of hypertension, six smoked, five had high cholesterolaemia, and four 
were obese. The most common reported chronic conditions in participants’ histories were 
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CVD (n=10), muscular skeletal problems (n=10), injury related falls (n=8), GIT/liver 
problems (n=7), other chronic problems (n=6).  
6.3. Pattern of ED Use 
Five of Phase Two participants re-presented to ED for related conditions or problems, 
five were admitted and five were discharged.  Only two were readmitted during the 
preceding two month sampling time frame. Two were discharged with a provisional 
diagnosis (PD) of respiratory conditions and trauma related injuries. There was one PD 
for each of cancer CVD, diabetes, oral/ ENT, neurological and other chronic problems. 
6.4. Pattern of Interface Health Service (IHS) Use 
Few of the Phase Two sample were referred to IHS (n = 4), five were actually seen by 
IHS clinicians.  Only three were risk screened, and two received referrals to community 
support services. Of those seen by IHS clinicians, two were discharged with new 
community services and one was discharged with the same services and two without 
services. This meant five were discharged without having their risk or needs assessed.  
6.5 Phase Two Qualitative Findings 
The patients’ chart data indicated that the sample was slightly older and may have had 
poorer health than the Phase One sample. Most (n=8) had multiple comorbidities and 
were categorised as higher acuity on arrival at ED. Analytical findings indicated that the 
participants of the Phase Two study drew upon their previous experiences to create  
meanings about the ED environment, interactions and decisions. A number of ideas were 
abstracted from the data to build a conceptual framework. Table 6.5.1 presents the key 
conceptual categories and sub-categories of meaning that were generated from participant 
data. 
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Table 6.5.1 Phase Two Main Conceptual Categories and Sub-categories of Meaning 
Deciding when  to 
attend hospital 
Being a passive 
recipient of care 
Interacting with the 
care provider 
Having information 
Being persuaded by 
others 
Familiarity with   
health problems 
Recalling  previous 
hospitalisations  
Objectifying their 
experience 
Feeling safe  
Patiently waiting 
their turn 
Beyond control  
Not knowing  who the 
care provider is 
Being Ignored 
 
Being informed 
 
Being uninformed 
 
6.6 Deciding When to Attend the Emergency Department 
The decision of when to attend the emergency department(ED) was important. A number 
of constructs influenced decisions. Constructs included the need to be persuaded to attend 
ED by others, familiarity with health conditions, and recalling previous hospitalisations. 
 
Persuasion by others was important in influencing decisions about attending EDs.  
Familiarity with long term symptomatology and health condition was either a facilitating 
or delaying factor in decisions to attend.  Previous hospitalisations were also influential in 
the decision. These concepts contributed to a reluctance to attend ED and delays in 
seeking care or conversely motivated attendance.  
6.6.1 Being Persuaded by Others  
Most decisions to attend an ED were influenced by the persuasion of friends, family or 
doctors. There was an expressed reluctance to go to emergency. For example:  
I knew I had to go but I didn’t want to, I was putting it off (Vicky Case 2).  
No, I don’t want to go to no hospital (Gary Case 3).  
Reluctance to attend the ED meant delayed decisions to seek medical attention. 
 
The advice or opinions of others who recognised their inability to self-care and the need 
for medical attention was needed to overcome reluctance to seek help and influence the 
decision to go to the ED.  For example Vicky (Case 2) reflected on how her neighbour 
was persuasive:  
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A friend came down and he said to me ‘I’ll give you till quarter to six and if 
you’re no better I’m going to ring the ambulance’. So they rang the ambulance 
(Vicky Case 2).   
Family were also important in persuasion to go to hospital. As Gary (Case 3) explained, 
his wife influenced his decision to attend the ED when she said, “Well you are going to 
go!”  The influence of doctors was also needed to overcome reluctance to seek care. Peter 
(Case 10) reflected on how The doctor told me to come in here… and attend the ED and 
Gary’s (Case 3) doctor went crook at him and he said ‘I should have gone to hospital’. So 
I had to go to hospital… (Gary Case 3)   
 
Thus the need for persuasion by others to overcome reluctance to go to hospital was 
important in timely decisions to seek care. 
6.6.2. Familiarity with Health Problems  
Familiarity with health problems also influenced decisions about whether or not to attend 
the ED. The familiarity reflected recognition of symptoms, understanding of health 
conditions and previous medical advice. Being familiar with or understanding health 
problems or symptomatology was either a facilitating or delaying factor in decisions.  
 
Recognising symptoms was a trigger to seek medical attention. For example, Mike (Case 
6), who regularly attended ED for aspiration of ascites secondary to leukaemia, identified 
I was breathless which meant they needed to drain some fluid from my stomach.  
Recognising the importance of symptomatology influenced the decision to seek medical 
attention. Medical attention sought from local doctors was also significant in shaping the 
decision to attend ED. For example, Joan (Case 8) sought medical attention from her GP 
when she recognised the importance of her hearing loss after an ear infection. Being 
given a referral to be seen in ED meant the need to attend ED, it’s not a major thing but it 
could be quite serious,… it will get infected… I needed to see a specialist (Joan Case 8).  
Familiarity with a chronic condition also meant following previous medical advice. 
Lenore (Case 5) explained that she waited until she had unrelieved symptoms of chest 
pain before seeking medical attention;   
 Now you’re told when you get chest pain, you take a tablet and if GTN doesn’t 
work you take another and if that doesn’t work, the second, you call an 
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ambulance... I had chest pain … As far as I was concerned it was heart… I was told 
to go to hospital when I got chest pain (Lenore Case5)  
Although understanding of symptoms was important to Lenore (5), recognition of 
unrelieved symptoms influenced the decision of when to seek medical attention.  
 
Familiarity was also associated with tolerating symptoms such as pain or discomfort.   
Bonny (Case 1) explained, I had a cyst… it kept growing and getting worse and worse 
until it was a bit painful. How participants constructed their tolerance or acceptance of 
diagnoses and learned to manage symptoms meant they adapted and coped differently. 
Potentially serious symptoms were accepted as part of life. For instance, both Peter (Case 
10) and Nancy (Case 4) were always short of breath and for Nancy (Case 4) “Oh I’ve 
always been that way”.  
 
The construct of familiarity with symptoms also meant delayed decisions to attend the ED 
for significant lengths of time. Bonny (Case1) owned her cyst and delayed seeking 
attention because, it’s been there for years …well it wasn’t cancerous or anything.  Vicky 
expressed how she tolerated long term dizziness, poor mobility and frequent falls and 
delayed her decision to seek acute care; I’ve been a bit off for a couple of days… so I 
thought I’d just go an lie down (Vicky Case 2). Decisions were delayed until symptoms 
became intolerable. For example, Peter (Case 10), who had chronic dyspnoea with 
cardiac failure, said;   
It’s sort of been coming on over the last 6 months but in the last week it got sort of 
drastic (Peter Case 10).   
Converse to Lenore (Case 5), long term familiarity with symptoms also meant difficulty 
in identifying when symptoms were serious enough to require admission to the ED. For 
example, Peter (Case 10) explained that he wasn’t sure if it was a problem… it’s just 
always there… I just persevere. Similarly Bonny (Case 1) put up with it even though the 
cyst was uncomfortable... it kept growing … I did see the doctor and she said, ‘it’s only 
cosmetic’ (Bonny Case 1) Reassurance that it was not serious contributed to delayed 
presentation.  
 
Delaying decisions to attend ED also meant symptoms became potentially life 
threatening. Peter (Case 10), who waited for 6 months with his symptoms of 
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breathlessness, was admitted with congestive heart failure. Nancy (Case 4) who delayed 
her decision had collapsed and was semiconscious on admission. She reflected on how it 
just got worse…I had a bad turn … Neville [son] found me you know.  Nancy had been 
admitted with septicaemia secondary to pneumonia and uncontrolled diabetes. 
Understanding the importance of symptomatology thus influenced the decision making 
process and delayed treatment.  
6.6.3. Recalling Previous Hospitalisations  
The third important construct was the influence of previous hospital experiences on the 
decision of whether or not to attend the ED. The construct incorporated fear or anxiety 
from previous hospitalisations and the stigma associated with frequent hospital 
admissions.  
 Previous hospitalisations could generate a sense of fear or anxiety.  For example, Gary 
(Case 3) expressed how hospitalisation triggered his fear of dying; 
Actually I did not want to go to the hospital, because I worry about hospitals...  I 
don’t know, cause I’m thinking I might die in there. I get a bit anxious, because I 
had a quadruple bypass, or some other things… No, I don’t want to go to hospital 
because I know what’s going on. My first wife died of heart problems and that and 
she was in hospital, in and out for years. (Gary Case 3) 
 
Furthermore, previous negative experiences generated anxiety. For example;  you don’t 
know what they did, how they treated you ….the treatment I got was an insult (Peter 
Case10) which resulted in a reluctance to re-present; I will refuse to even entertain it 
[going to hospital] again (Peter Case 10). The anxiety of being in hospital itself and how 
this impacted on health status also meant a reluctance to attend the ED.  As Vicky (Case 
2) stated, I didn’t want to go to hospital. Every time I go my BP goes up over 200 
something. What do they call it white coat something (Vicky Case 2). Frequency of 
previous hospital admissions was also relevant.   
 
Because of chronic problems and hospital experiences, there was a reluctance to use 
resources which also influenced decisions. For example, as Peter (Case 10) explained:  I 
didn’t even consider it [calling an ambulance]... why should I waste people’s time when 
it’s unnecessary.  Peter noted: I was just wasting their time…I won’t sponge while I don’t 
need anything... (Peter Case 10).  Nancy (Case 4) pointed out I put up with it as I’m sick 
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and tired of being sick all the time, of being in hospital and that. Fear, related to previous 
hospital experiences and which influenced timely decision of when to attend ED, was an 
important construct because it delayed presentation and timely access to medical 
attention. 
6.7 Being a Passive Recipient of Care  
The second important construct was how participants positioned themselves as passive 
recipients of care.  There were associated concepts with being passive. These included 
objectifying the ED experience, where the ED visit was described from the perspective of 
an observer of care rather than from a subjective view point. Being a passive recipient of 
care also meant a sense of security, where there was a willingness to wait in recognition 
of the more urgent needs of other people.  Here, there was willingness to hand care over 
to care providers. There was also a sense of powerlessness when offered no choice or the 
perceived seriousness of a health condition precluded involvement in care or care 
decisions and hence, care was beyond control.  
6.7.1. Objectifying the Experience 
Experiences were perceived as objective, descriptive sequences of events that were 
reported in terms of what clinicians did or said, rather than expressing feelings or 
personal responses to care. As such, the ED experience was externalised or objectified 
and devoid of any perception of involvement in care.  
  
The meaning of experiences was worded in the third person ‘they’ sense, rather than from 
the first person perspective when describing what others did to them. Thus the focus of 
descriptions of the ED experience was on what staff did rather than what was 
experienced. For example, Nancy (Case 4) described how they took my blood pressure... 
they took my blood sugar levels…they put a drip in’. Vicky (Case 2) reported how they 
decided to keep me in overnight and they discharged me. Care was reported in sequential 
steps, using third person statements.   Lenore (Case 5) described how ‘they’ treated her 
chest pain, as they’ run a few tests, they did an ECG, they’ gave some GTN...they put a 
cannula in and, they’ gave some morphine. Objectifying the experience meant ‘they’ 
provided care. 
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Bonny (Case 1) recounted her experience by including third person statements when 
telling a story about ‘the procedure’. Although it seemed that Bonny was actually aware 
of who was doing something to her, this did not include her being involved in care. 
… There was a young doctor, probably Indian. I’m not sure and there was a young 
girl very nice, and then there was a surgeon a man, um a middle-aged man and he 
was sort of giving directions while she did the process and then there was a nurse 
as well. There was three of them. They were all, and well, the needles, well, the 
doctor told her where to put the needles. So she put three injections to deaden the 
pain and, then he told her when, oh, where to put the scalpel and ah how far to cut , 
he, no a bit further… (Bonny Case 1)[sic].  
In objectifying experiences, therefore, the ‘I’ was subjugated to what ‘they did’, which 
meant being positioned, and positioning oneself, as a passive recipient of care. When the 
construct was clarified, participants indignantly responded with their inability to influence 
decisions. For Example, Joan (Case 8) explained, “Oh no they make all the decisions .... 
it’s up to them” . 
6.7.2. Feeling Safe  
Because of prior hospital experiences and familiarity with the context, assuming a patient 
role was also a conscious choice.  A sense of safety and security in the ED environment 
underpinned willingness to relinquish control because of being ‘in the right place’. This 
reinforced the passive role. Vicky demonstrated how she still felt safe: 
Oh it was very busy  ... OH   I didn’t really care.  OH I was glad I was there put it 
that way. I’m in the right place now, cause I thought; well I really thought I was 
having a stroke.  I just, I knew that in my own mind, you know. It was alright, I 
mean I felt safe because I was there (Vicky Case 2)[sic] 
 
Being familiar with the context, meant trusting in that environment and in care providers 
to manage decisions.  Lenore (Case 5) explained, Because I was in the right place, it 
meant that there wasn’t anything to worry about. Even though she had chest pain, she 
expressed how if it was going to go further there were people who could deal with it 
(Lenore Case 5). Because of trust in the environment, there was a passive acceptance of 
being able to just take things as they come (Ross, Case 9). Familiarity with processes in 
ED meant positioning oneself in the safe hands of clinicians. The frequency of admissions 
to ED meant an understanding of the disease process, procedures and treatments, which 
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contributed to the development of ‘trusting’ relationships with care providers. For 
example, Mike explained his trusting relationship with his specialist, which led him to 
being passive in his own care while waiting for his specialist to arrive. 
 Dr ‘Charm’ himself has been draining me, cause even though he did not admit it, 
but he didn’t trust after that even them to do it. So he’s been doing it himself…Yes 
Dr ‘Charm’ is sort of friend... I trust him, yes… (Mike Case 6)[sic] 
 As such, previous hospital experiences contributed to trust in the ED environment and a 
sense of safety that resulted in passive responses. 
6.7.3. Patiently Waiting My Turn 
Being a passive recipient of care also meant waiting patiently. There was a willingness to 
‘wait their turn’ when the needs of others were perceived to be more urgent. For example, 
Gary (Case 3) stated, Actually I don’t mind waiting another half an hour if they help 
somebody else you know. The recognition of the need for triage and ‘prioritisation’ of 
care when increasing number of' ambulances arrived at the ED also contributed to 
patiently waiting. As Ross (9) reflected,   People have just got to accept that there’s the 
serious road accidents and they have to take preference.  Ross prioritised his problem as 
less urgent and was happy to wait. He noted that, It was just a broken leg, which required 
admission for immediate surgery (Ross Case  9)[sic]. There was an ‘acceptance’ of the 
need to ‘wait’ to be attended to: we all had to wait our turn for the doctor come down and 
assessed the situation (Gary, Case 3)[sic].  
 
Previous hospital experiences meant prioritising one’s own needs in the light of the needs 
of others, which contributed to reluctance to ask for help. Of concern was the willingness 
to wait, despite significant discomfort. Both Lenore (Case 5) and Joan (Case 8) had been 
nurses. Lenore (5), who was in urgent need of the toilet and had chest pain, considered 
unhooking herself from the cardiac monitor and going down to the desk to ask where the 
toilet was. Despite her growing discomfort, she reflected, I didn’t do that because I 
thought the machine’s going to scream and everyone’s gonna come running (Lenore Case 
5)[sic].  While experiencing significant pain during a lengthy wait, Joan explained how 
one might draw attention to her needs, but then said: …We’re not that sort of people. We 
realise its Emergency. You know it’s busy. So we just sat and waited... (Joan Case 8).    
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 Joan (Case 8) also noted, however, that: they forget that older people are older people 
you know. Yet she was prepared to ‘just sit and sit’ for hours not wanting special 
attention. Being a passive recipient of care in the ED meant not wanting to be a nuisance 
for fear of reprisal and feeling powerless to be involved in care decisions which were 
perceived as beyond control. 
6.7.4. Beyond Control  
A number of concepts underpinned the lack of control over care. These included the sense 
that care was primarily the care provider’s role, feeling powerless to influence care or 
care providers’ decisions, and that ill health precluded active involvement in care.  
There was a belief that care was dependent on care providers’ decisions. Even where 
there was lack of understanding of medication or treatment or disagreement with 
treatment, there was an absence of questioning. For example; I didn’t ask, they just do it, 
like usual (Chris Case 3) and, they give it to you if you need it (Peter Case 10).  Despite 
concern over her treatment Joan (Case 8) reflected on a past experience where: The RNs 
hold the authority...  I mean, they were looking after us and we were powerless. She 
concluded that the decisions rest with the doctor No it’s up to him, which meant …you 
couldn’t really ask him…(Joan Case 8). The experience of feeling powerless to control 
care decisions reinforced a passive role and unquestioned ‘acceptance’ of care decisions.   
 
Passivity was also the response where timing of care was beyond control. Joan (8) 
patiently waited for five hours in distress with her pain. She expressed how we thought 
everybody else was being treated except us.  Even though her husband made polite 
enquiries on her behalf and was told they ‘should be next’, this did not occur.  Where 
efforts to engage with care providers were disregarded, this also contributed to a feeling 
care was beyond one’s control. For example, Ross (Case 9) expressed a sense of 
powerlessness when he was reliant on care providers to organise transport to his follow-
up appointments: 
“Well, I thought one hand doesn’t know what the other one’s doing … I’m telling 
her they’d [transport lounge] organized it, sometimes twice a week and this one 
says ‘no we don’t do it’….and  I don’t know whether its booked at the hospital or 
not… but it makes you feel, lost you know (Ross, Case 9). 
Similarly, where family efforts to engage or advocate appeared to result in exclusion from 
care decisions, this exacerbated powerlessness.  Lenore (Case 5) explained how He 
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[husband] was upset because I was upset… He felt helpless. He didn’t know what to do. 
Lenore also experienced a personal sense of powerlessness when I was told to go and 
have a stress test as an outpatient. As Lenore explained, despite justifying her preference 
for being referred to another hospital,  they had all my records, they knew what was going 
on,  she  was  told by the care provider no I couldn’t go back there [other hospital] … 
you’re here and we don’t refer to other hospitals.  This meant I had no choice…I was 
very upset (Lenore Case 5).  
 
Additionally, perceptions that ill health precluded direct involvement in care also 
contributed to passive responses. Ill health meant a relinquishment of control to care 
providers. For example, Vicky had suffered a stroke and indicated that, I couldn’t see 
anything my eyes were all blurry. I just laid there with my eyes closed… I couldn't see, I 
couldn't do anything (Vicky Case 2).  Robert (Case 9) felt he had no choice, I just lay still 
and wait, I wish I’d paid more attention but I was in a lot of discomfort… in a lot of pain. 
Despite high level pain, Robert waited outside the ED. He explained no they didn’t do 
anything until I went into ED …I was on the trolley…I just lay still. Being too ill to 
participate in care or care decisions meant that care was external to patient control. 
6.8 Interacting with the Care Provider  
Being in the ED meant interacting with care providers as an inevitable part of the ED 
process of care. As such, interactions with care providers in ED constructed meanings 
that shaped actions. These included not knowing the care provider, being ignored and 
feeling cared for by staff.  
6.8.1. Not Knowing the Care Provider  
During an ED visit, care was provided by a ‘multitude’ of health service providers. This 
meant, a heap of different people (Lenore Case 5) had occasion to interact during the 
process of ED care. The experience of multiple care providers meant, many coming and 
going... I saw a lot of people yes a lot … (Mike Case 6), and care providers were running 
up and down like yo yos (Gary Case 3). Many care providers meant difficulty identifying 
their care provider.  
 
Mike (6) identified his nurse, one in particular appointed his self to take care of me, but it 
was very hard to distinguish any other people that could have been representing some 
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other body in hospital (Mike Case 6) [sic]. Having multiple care providers meant not 
knowing who was providing care. As Nancy (Case 4) explained, different people took me 
sugar ...and someone else (Nancy Case 4) [sic].  
 
Where care providers were elusive, there was difficulty in identifying a key person to 
connect with.   Lenore (Case5) noted that someone took some blood tests, and I asked 
people for help...... and someone else for a drink” or to go to the toilet, multiple times.  
These episodes of care were provided by ‘unknown’ providers.  As Lenore explained: 
 These days it’s very hard to tell the nurses from the doctors and the orderlies or 
whatever because they don’t seem to have the uniforms … It’s just they all look 
similar (Lenore Case 5). 
 
During interactions where the identity of a care provider was unknown, identity had to be 
assumed.  For example, Nancy (Case 4) was not sure who they were, nurses I suppose.  
And for Lenore (Case 5) I assumed she was a nurse. Having to guess an identity meant 
not knowing who to ask for assistance, especially in the case of basic needs.  Lenore 
(Case 5) explained:  
someone else came in I asked for a drink again…someone else come along and took 
some blood tests  and when someone else came in I said,  cause I asked for  drink 
again and still didn’t get a drink, I think I asked whoever took the blood, and they 
said ‘oh yeh we’ll see about it in a minute’. Then someone else came in I asked if I 
was nil by mouth and they said ‘no’ and I said why can’t I have a drink of water 
(Lenore Case 5). 
 
Where staff identity or professional discipline was known, there was still a lack of 
understanding of roles and functions. Despite being introduced to and assessed by the  
triage nurse, whom Joan (Case 8) clearly named, and  being seen by a multidisciplinary 
team, a community nurse  and the occupational therapist came with a student,  Joan felt 
weary and disappointed as there was no outcome.  She had no idea of the purpose of the 
interactions.  Joan (Case 8) explained how she didn’t understand why we getting so much 
attention for the community nurses... because I was waiting to see a specialist, but we 
didn’t achieve that.   
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Not knowing the care provider, resulted in delays in communicating needs, which 
contributed to worsening symptoms. Joan (Case 8) found the delay confusing.. you see we 
didn't know who to see, regarding her pain and, we didn’t know why we had to wait to see 
the doctor (Joan Case 8). Lenore (Case5) became distressed really... I thought I was 
going to wet myself, and she was unable to communicate her ongoing “chest pain” and 
increasing “nausea” to her care provider. 
 
Conversely, episodes of care that resulted in knowing the care provider meant two-way 
communication.  Bonny (Case 1) knew her care providers by title or discipline, not name: 
“a surgeon” a “young doctor” and “a nurse” (Bonny Case 1). Knowing the care providers, 
gave an opportunity to interact and develop a relationship, which meant understanding of 
care and care decisions. As Bonny (Case 1) explained, I understood what to expect, which 
meant, I was happy with the procedure …. When clarifying the benefit of good 
communication Bonny stated it went well, even if the girl was learning...they’ve been very 
good.  Good communication during interactions also meant being aware of follow-up care 
such as,  the district nurse would be servicing my dressing needs at home…so three times 
a week I get a visit from the girls (Bonny Case 1).  Knowing who to communicate with 
was part of being involved with care and care decisions and resulted in greater 
satisfaction with decisions. 
6.8.2. Being Ignored  
Being ignored was an important concept and it shaped interactions with care providers. 
When care providers did not ask what was needed, took no notice or did not listen, the 
result was that people felt excluded from care decisions and unmet needs. Joan (Case 8) 
explained how she felt ignored during a lengthy wait in the waiting room:  it was a long 
day… no one came near us, and this was puzzling: 
and the explanation, we’re not sure  but it seems to be  that certain doctors see 
certain patients , I don’t know,   I don’t know whether they have to follow their 
specialty or what I’m not sure, whether this doctor was just rostered on or 
whether  there was one there at 8o’clock I don’t know …we had no further contact 
with anybody to say  OH the doctor was not available at the moment or he doesn’t 
arrive til a certain time or you’ll have to wait or what-ever… I mean I had the ear 
ache and pain and everything you know. You’re there because you have problems 
(Joan Case 8).  
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Being ignored was a barrier to communication, but more so to acknowledgement of 
patient self-knowledge. When Vicky’s (Case 2) opinion of why she was in hospital was 
ignored, it meant the doctor disregarded her opinion he didn’t listen, even though she 
argued I said well it did happen. This meant I felt uncomfortable when the doctor went off 
his brain. He didn't listen ‘we wouldn’t do that that wouldn’t have happened’ he said. 
Consequently, she was reluctant to continue talking, I just had to stop there, stop talking 
(Vicky Case 2). 
    
Mike (Case 6) also felt that his accumulated knowledge about his own health was 
disregarded when he told staff that insufficient fluid had been drained from his abdomen.  
When staff failed to listen, this meant ignoring important advice regarding 
symptomatology. For Mike (Case 6), being ignored resulted in exclusion from care 
decisions and continued difficulty in breathing as a result of unrelieved ascites: 
It was first time for them and it was botched up. It was hardly anything compared. 
I’ve seen the volume and amounts before. The fluid was staying there still, I felt 
uncomfortable, I couldn’t get no-where (Mike Case 6) [sic]. 
 
 Lenore (Case 5) also reported that after 18 hours in the ED with no food and increasing 
nausea, a care provider ignored or disregarded her dietary needs. When she explained that 
she was lactose intolerant, the doctor said, ‘What’s this lactose intolerance thing. I’ve 
never heard of that before and we don’t cater for people like you’ and she  walked out!.  
For Lenore It mightn’t have been important to her, but to me it was important that I don’t 
have it.  I get headaches and stomach upsets…” (Lenore Case 5).  
 
Being ignored was attributed to the ‘busy’ ED environment and resulted in poor 
communication of needs and unmet needs. For example, Joan (Case 8) reflected on how 
care providers have their job to do... its emergency we know it’s busy. However without 
further contact with anybody,  she felt her needs were being overlooked… then they came 
round with a cup of tea and a biscuit and the other fellow served everybody, everyone 
else but us…and no-one explained why the delay. Joan was provided with no opportunity 
to interact, and reiterated that her previous role as a nurse meant understanding the busy 
ED context. While she was reluctant to be a nuisance, she also puzzled as to why no one 
kept her informed of delays. The result was an inability to communicate her ‘needs’. 
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Vicky (Case 2) also noted that I mean they’re understaffed and everything you know, it's 
not fair (Vicky Case 2).  Gary (Case 3), who had waited on the trolley in a corridor for his 
whole stay, highlighted that it’s just too busy and I was embarrassed to ask for help, for 
an existential need. So his wife took him to the toilet. Lenore (Case 5) highlighted how 
the busy ED context contributed to being ignored;  
She just walked off and forgot about it I think, cause they were that busy, I think 
they’re all very overworked and there’s too many patients coming through um, they 
don’t have enough time to get around everybody... but a nurse came in, I think she 
the head nurse and said ‘if you don’t drink more water we’re going to have to put a 
drip in’ (Lenore Case 5) even though repeated requests for fluid were ignored. 
Conversely, being listened to and having concerns acknowledged during interactions with 
care providers facilitated communication of information and patient participation in care.   
Ross’ wife (Rose) recounted how I had to fight to get him treated.  Being listened to by 
staff provided an opportunity to communicate her concern and for the doctors to double 
back and check and reassess and realise he was confused. Listening to family members 
about what was normal or not, helped staff to identify problems or issues more readily. In 
addition to Ross’s fall, Rose explained Ross’ recent admission and continuing drainage 
from in his belovac drain, the doctor admitted, oh no I made a mistake and Ross’ 
condition was accurately diagnosed: they found the abscess (Ross Case 9). Conversely, 
being ignored or not listened to negatively influenced interactions between patients or 
family and care providers which resulted in poor communication of need, unmet needs 
and unnecessary treatment.  
6.9 Having Information 
 Having information was important both during the clinical experience and discharge. The 
construct was characterised by two concepts, being informed and being uninformed.  
Where a patient was informed, there was sufficient information from care providers to 
self-manage ongoing care or treatment. Conversely, being uninformed meant inadequate 
time spent with care providers for verbal exchange or inadequate written information for 
both patients and community care providers. Having information meant the difference 
between understanding or not understanding care processes and treatments. 
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6.9.1 Being   Informed  
Being informed during the ED visit meant having information to meet individual needs.  
The underpinning concepts were provision of information through verbal or written 
channels and by demonstration. Having information meant information was accessible 
and understandable. 
 
Being informed meant sufficient contact with care providers to provide opportunities for 
verbal exchange of information during the process of care.  For example, Gary (Case 3) 
explained how communicating key information helped clinicians understand patients’ 
clinical needs: 
he said ‘how are you feeling now’ I said  I’ve still got a bit of pain and he said 
‘How much’ and I said OH I don’t know , Uh 5 out of 10 but  he said ‘Oh that’s 
still a bit too much’, he said so  he gave me the rest of the morphine and that was 
it there was no more pain. 
 
Ross (Case 9) noted that: the doctors did their rounds and the nurses were always there. 
Having contact with care providers was highlighted as an important opportunity to be 
assessed, identify what was wanted or needed, that is to be asked questions (Gary Case 3) 
and to answer questions (Ross Case 9). As Ross explained, they asked me if I’d fallen, 
and I was examined and I think the doctor told me I had a fracture …there were 2 nurses 
there, they were easy to understand, any question I asked was answered (Ross Case 9). 
Therefore, being informed meant provision of opportunities for verbal exchange and 
clarification of information. 
 
Having sufficient contact with care providers for verbal exchange of information was 
equally important on discharge. Mike (Case 6) reflected on how the pharmacist visited 
many times which meant there was lots of information and repetition (Mike Case 6).  
Provision of verbal information also meant receiving information via ‘phone’ from 
various health care professionals including the ‘pharmacist’, ‘CHIP Nurses’ or ‘social 
worker’.  The importance of a follow-up call as expressed by Rose (Ross’ wife) was 
where:  they phoned to go through the medications, which was helpful… Ross didn’t 
always remember to take them (Ross Case 9).  
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Phone calls from service providers also meant ‘knowing’ when to expect follow-up visits. 
Bonny explained how prior to each visit, the community nurses phoned every time they 
come (Bonny Case 1). Verbal communication via phone is also important for older people 
who are unable to access services independently. Ross explained the importance of 
follow-up phone calls from social workers, speech therapists and CHIP nurses to provide 
information and clarify issues about follow-up appointments. For example, 
 “The next day the social worker phoned, about the transport, and she said it 
would be alright this time…I had a call from the speech therapist, he phoned me a 
second time and he said he wouldn’t personally be coming”.  
Ross understood who to expect because of phone calls: she said we’ll be sending in the 
nurses because of the PICC line (Ross Case 9). 
  
Being informed also meant understanding the condition, treatments and care and what to 
do. For example, Peter (Case 10) was informed about what dosages to administer because 
his local “doctor recommended taking medication for his arthritis” (Peter Case 10).  For 
Bonny (Case 1), being  informed  meant understanding a procedure performed on her 
back,  the size and depth of the wound and that  it was draining a lot, because she listened 
to the  surgeon who was sort of giving directions while she (the young doctor) did the 
process. Bonny also knew’ to expect a visit from the girls (community nurses), because 
she was told by the nurse that the district nurse would be servicing her dressing needs at 
home, and she knew what medication to take before bed (Bonny Case 1). Therefore, being 
informed meant understanding the condition, what to expect in treatment and follow-up.  
 
Being informed was not just being told, but extended to patient and family involvement in 
discussions with care providers. Discussing issues with care providers meant any question 
I asked was answered” (Ross Case 9). Care providers used discussions with Gary (Case 
3) to assess his pain. They regularly asked, “How are you feeling” to which he was able 
to respond fully, and this provided valuable feedback which for Gary, this meant I have 
no worries (Gary Case 3).  
 
It was critical to have sufficient explanations for understanding medications and health 
conditions. Vicky (Case 2) appreciated the nurse who explained everything you know, 
which was very good. This meant she knew her medications, what to take and why (Vicky 
Case 2). Mike (6) knew his medications because he was spoken to by the chemist what’s 
[Type the company name] | CHAPTER Six: Phase Two Findings 171 
 
his name pharmacy and they did go through medication information several times (Mike 
Case 6)[sic]. Ross knew that they were the same ones I was getting in the hospital ...and 
why he was taking so many (Ross Case 9).  For Peter, discussion with his doctor meant he 
“knew” what diabetes was how it “affected” him and “what medication” he was on, 
which meant to him that my diabetes was under control (Peter Case 10).  
 
Being informed also meant learning about self-management.  Ross highlighted the 
importance of being taught when he was discharged with a drain in his abdomen. He 
explained how the nurses came out to show me how to care for it… they asked if I needed 
them to come back. Being offered an opportunity to reinforce information contributed to 
knowing how to self-care. As Ross explained, he appreciated how: one came back the 
second time to make sure she [wife] could do it, was great. Sharing information with his 
wife meant it took some of the stress out (Ross Case 9). Adequate reinforcement of 
information influenced self-management and reduced stress. 
 
Importantly, in addition to self-management, having sufficient information also meant 
provision of written information such as ‘discharge letters’, or ‘reports’ for community 
care providers to be informed. As Mike stated, the medication list was helpful, to make 
proper dosage and give proper medications (Mike Case 6) [sic]. Gary was informed that 
his ‘results’ would be sent to his GP via a ‘letter’ which meant he ‘knew’ what to expect 
and ask about when he saw his local doctor (Gary Case 3).  Discharge letters provided 
vital information for community care providers. For example Vicky’s (Case 2) letter from 
the hospital to her GP reported her episode of care and her diagnosis, which meant she 
‘knew’ she had suffered a stroke. In Ross’ case, the receiving of ‘letters’ was important in 
informing him of follow-up appointments. Additionally, a letter to the community nurses 
from the hospital meant to Ross that they (the nurses) understood from their paper work 
how to manage his PICC line and Ross “understood” his management for the next 6 
weeks (Ross Case 9). Therefore written communication with community care providers 
was important in ensuring sufficient information was communicated to patients.  
 
Finally, the concept of having an interpreter present was important in being informed 
sufficiently for understanding information.  As Gary (Case 3) explained, the importance 
of having his wife present as an interpreter was in understanding everything as my 
English is still not perfect, and I can’t understand everything they say, so my wife helps 
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me. Gary used his wife to interpret because she explains to me all these problems (Gary 
Case 3). This meant Gary understood his results and outcomes. 
6.9.2. Being Uninformed  
 A counter construct around the concept of having information was being uninformed. 
This was constituted by insufficient contact with care providers, difficulties with medical 
terminology and not understanding information because of inadequate communication.  
Being uninformed meant having insufficient contact with care providers for provision of 
adequate information to know what to expect in the process of care. Chris (7) explained 
how having inadequate information was related to not knowing when to expect to be 
discharged. Chris thought the doctors would come round, but he became concerned and 
‘confused while waiting to be informed about when he could go home, I had to wait for 
them to come or make the decision.  His concern was that his wife could not move from 
the house or have her blood test, because she had to wait for me to come home (Chris 
Case 7) [sic].  Joan was confused about her delay in receiving care because no one 
explained why we had to wait so long for the doctor to see us (Joan Case 8). Insufficient 
contact with staff for provision of sufficient of information for understanding, contributed 
to uncertainty.  
 
Difficulty understanding medical terminology was significant.  For example, Vicky (Case 
2) did not understand her diagnosis when the doctor talked in medical terms. The doctor 
did not communicate information appropriately. Following discharge, Vicky reported that 
he said I had a small clot at the back of my head, but he never told me at the hospital I’d 
had a stroke. Vicky highlighted her need to clarify information with her GP: 
I thought in my own mind that’s what was wrong (having a stroke)… well, I just 
ask my doctor if there’s anything I need to know, we talk I mean. He said ‘what’s 
this you’ve had a stroke’ and I said NO and he said ‘yes’, which meant she was 
informed of her diagnosis for the first time. That’s the first I know of it.  (Vicky 
Case 2). 
  
Being inadequately informed also meant receiving inadequate or ‘no’ written information. 
Nancy (Case 4) expressed how she failed to understand both the use of a nebulizer and 
her medications when she was ‘told’ by the nurse on discharge to buy a nebulizer and  
use it.  Nancy was left with a series of questions that went unanswered: 
[Type the company name] | CHAPTER Six: Phase Two Findings 173 
 
Are they dangerous to use? They’re not, why not? They recon they affect your 
lungs. I haven’t used it yet cause I want to see how it works....They gave me some 
stuff to go into that you know (Nancy Case 4). 
Being uninformed resulted in delayed ongoing treatment post discharge. As Nancy (Case 
4) reflected a week post discharge: I’ve never used one (a nebulizer) before, I’m still 
doing the instructions. I’m not sure about the tablets to put in there, if it was the right 
one. Nancy thought the antibiotic was to be inserted into the nebulizer, but did not know 
how. Failure to self-administer medication correctly meant delays in receiving important 
medications as Nancy stated I’ve also been a week without taking it and had experienced 
worsening symptoms. Nancy noted she was feeling “worse, awful, I’m feeling more short 
of breath. Her treatment was further delayed because I’m waiting to see the doctor next 
week to see if it’s alright to use cause I wasn’t sure (Nancy Case 4). Chris (Case 7) was 
discharged without his “results” and just “told” he could go. Conflicting information from 
different care providers on discharge was associated with uncertainty. As Chris (7) 
highlighted, well I was confused...cause we don’t know what it really was. We would like 
information!  
  
Being uninformed meant receiving inadequate verbal or written information to understand 
follow up care requirements. Having insufficient information meant community service 
providers were uninformed, which resulted in delayed ongoing care.  For example Chris’ 
(7) GP was also uninformed as, he had no word from the hospital [sic]. Chris (7) pointed 
out, we had to wait and see the specialist and he had not received a letter. Chris could not 
explain what happened to his specialist, who told Chris it couldn’t possibly be that. This 
meant the specialist was mad cause he didn’t know why they’d stopped the medication 
cause I needed it. (Chris Case 7)[sic]. Vicky explained how: 
The letter the GP got from the hospital said two different things I don’t know what 
they were, because the GP was getting pretty cranky and he was getting back in 
touch with the hospital about it.   
As Vicky highlighted, he didn’t know what I needed (Vicky Case 2).  Chris concluded, 
Well they don’t know what happened and they can’t treat ya and pointed out, Now that’s 
bad communication! (Chris Case 7) [sic]. Consequently, lack of information meant 
delayed continuity care.  
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Inadequately written or conflicting verbal information also made follow-up care 
problematic for participants.  Ross (9) explained how he felt lost... kind of mystified...I 
didn’t know about my follow-up appointment if the transport was arranged or not, when 
there was no written information and inconsistent verbal information from various care 
providers. He was confused and observed well one hand doesn’t know what the other is 
doing, and he reflected that it could also be that they don’t do that very often (Ross Case 
9). Being uninformed meant not understanding what to expect in follow-on care. 
 
 
 
 
 
 
 
 
6.10 Summary of Qualitative Findings 
Descriptive statistics demonstrated that the participants recruited for interview were an 
appropriate sample for exploring their ED experiences. The decision of when to attend the 
ED constituted a number of meanings. Waiting to be persuaded by others, who 
recognised worsening symptomatology or inability to self-care, meant delayed decisions 
as to when to attend ED.  Delays in deciding to attend were accompanied by feelings of 
fear and anxiety associated with previous hospital experiences or ignoring symptoms of 
worsening condition because of familiarity with and tolerance of long term health 
problems. Recalling previous hospitalisations gave rise to fear and anxiety, which was 
associated with dying, negative experiences and the impact on health status. 
  
Familiarity with chronic problems meant tolerance of symptoms as a part of everyday 
life. Of concern, is that delayed decisions, even where there was severe symptomology, 
meant experiencing potentially life threatening events. As a result, there was a reliance on 
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an external locus of control such as family, friends or doctors in the decision making 
about when to go to the ED.  It was the persuasion of others who influenced decisions to 
attend the ED. 
 
Positioning oneself as a passive recipient of care was an important construct. Passivity 
meant objectifying the experience, patiently waiting for care and feeling care or care 
decisions were beyond control. Objectifying the ED experience meant being distanced 
from care where ‘what care providers did’ was passively observed. Previous hospital 
experiences contributed to feeling safe, being in the right place and trusting in care 
providers, all of which were compatible with a passive patient role.  Experience also 
contributed to the recognition of the need to ‘prioritise’ in the busy ED context, which 
reinforced passivity.   
 
Care decisions were also perceived as beyond patient control, resulting in lack of patient 
participation in care episodes. Perceptions that care providers hold all the authority 
contributed to passive responses and acceptance of the decisions of others. Where no 
choice was given or there was exclusion from involvement in care decisions, either by 
choice when too physically unwell or through exclusion by clinicians, the result was a 
passive recipient of care.   
Interaction with care providers was also an important construct of being in the ED, which 
in turn shaped the actions of both patients and carers. Interacting with multiple care 
providers, not knowing the care provider and being ignored were all dimensions of the 
ED patient experience. Interactions with multiple care providers that shared care resulted 
in the inability to recognise who provided care, contributed to ‘guessing’ who the care 
provider was, and led to difficulties in asking for assistance when it was needed. Being 
ignored by care providers who were too busy to listen constructed a communicative 
process that marginalised the patient.  Being ignored was being excluded from care 
decisions. The result was worsening symptoms, unmet needs and unnecessary treatments. 
Of concern is that even with previous hospital experiences, there was a failure to 
communicate needs. Conversely, being listened to by care providers meant reassessment, 
identification of problems and more accurate diagnoses.  
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Overall, having information either during the ED admission or on discharge was 
important for follow up care.  Being informed meant having sufficient information and 
repetition for understanding the condition or treatments which relied upon contact with 
care providers. There were individual needs and different ways of knowing and a need for 
communication via verbal and written channels. Regardless of whether communication 
was verbal or written, there was an emphasis on the importance of the need to understand 
information at an individual level for patients or carers.  
 
Being uninformed meant having insufficient contact with care providers, which resulted 
in little or no discussion and in being confused and ignorant of what follow up care was 
required. Limited contact with care providers did not provide opportunity for questions, 
explanation or discussion for understanding information. Difficulties with medical 
terminology contributed to poor understanding of diagnoses and medications. Where 
there was inadequate written information, individuals GPs and specialists experienced 
confusion related to results, diagnoses and ongoing care. Of concern is that where 
misunderstandings and lack of information occurred, the resultant confusion meant an  
inability to follow discharge instructions, delays to care and worsening health status. 
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CHAPTER 7: Discussion and Conclusions 
7.1 Introduction  
Chapter Seven presents a discussion of the key results of Phases One and Two. The 
results are interpreted and discussed in the light of current literature. The overall purpose 
of the research was to generate new evidence-based information to inform health service 
planners in the development of appropriate service models in EDs for older people 
presenting with acute episodes of chronic conditions. In the context of diverse studies, 
varied models of IHS to meet the discharge needs of diverse and often poorly defined 
target populations, this research needed to provide a comprehensive yet integrated 
approach that would gain a deeper understanding of older ED users that may have 
occasion to need sub-acute services on discharge from ED, and their issues and priorities 
for health and health care in ED. Because the research problem was complex, a mixed 
methods research approach was used to illuminate issues related to both ED and IHS and 
this population from different perspectives.  
 
Two study phases were undertaken to achieve the overall purpose of the research. The 
key findings from Phase One, which aimed to develop a profile of IHS clientele through 
exploring the characteristics and pattern of health service use of the older sub-acute 
population, are discussed first. This is followed by a discussion of the key findings from 
the Phase Two study, which sought to develop a clearer understanding of how health 
service is being delivered to older sub-acute patients accessing acute care in EDs. The 
discussion then turns to the final synthesis where the key findings are integrated, 
interpreted and grounded in the relevant literature. Data are highlighted to explain 
relationships between findings from each phase of the research in order to discuss the 
research in context with the research questions and to generate a clearer understanding of 
the factors which influence older sub-acute patients’ needs and priorities related to IHS 
and continuity of care on discharge from EDs. The conclusions are presented, and the 
researcher’s reflections and limitations are discussed. Finally, the implications for policy 
practice and further research are presented. 
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7.2 Phase One Study Discussion 
The findings from Phase One provided a profile of the older ‘sub-acute’ population 
presenting to ED, not all ED users, in order to understand more about the characteristics 
of potential users of both IHS and sub-acute services.  
Demographic findings were not unexpected due to the selection criteria. The following 
sections discuss key findings. Despite high acuity and disease burden and 16.7% of 
eligible cases re-presenting for the same problem, (17.7% of the subsample re-presented 
within one month of their index visit) few were referred to IHS, designed to reduce re-
presentations and therefore, few were risk screened. Findings also demonstrated that IHS 
was not important in the risk of re-presentation or re-admission. These factors raise some 
important issues for discussion. 
7.2.1 Clinical Profile of older Sub-acute Patients  
Higher acuity (urgent to emergent or ATS 1, 2 & 3) was an important finding in the 
clinical profile of the sample and challenges use of the term ‘sub-acute’ in EDs. The 
sample had multiple comorbidities and risk factors for chronic disease and their clinical 
profile was important in the risk of re-presentation or readmission. Presenting with 
cancer, muscular skeletal or other chronic conditions were significant risks for re-
presentation but the highest risk among this older population was among those who did 
not wait to be seen or treated. Compared to lower acuity on presentation, the odds of 
readmission were almost three times higher in those with higher acuity.  
Acuity in the Older Sub-acute population 
In the current study, more than half (54.3%) of the sample was urgent (ATS3). 
Comparisons were difficult as most research focussed on data over 12 months for all ED 
presentations. However, the acuity in this older sample tended to be more urgent than all 
other Australian ED presentations during 2011-12 (an equivalent time period to the 
current study) (ATS 3=54.3%; 34.1% respectively) (AIHW, 2012b). A higher percentage 
of the sample was also triaged as urgent to emergent (ATS 1, 2 &3) compared to all ED 
presentations nationally during 2011 to 12 (75.4%: 44.9%) (AIHW, 2012b) and in 
Queensland, where during 2008-9, more than half were categorised as lower acuity (ATS 
4 & 5) (Hou, et al., 2011). Compared to findings in the current study, the proportion of all 
urgent to emergent ED presentations internationally, also tended to be lower (75.4% : 
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60% to 62%) in the USA (Burt, McCraig & Simon, 2008), in Taiwan (Hu, et al., 2012) 
and in Canada (Holroyd, et al., 2007).  
 
However, a higher proportion of higher acuity was reported in Norway, where findings 
were attributed to the different health systems. Patients presenting to Norwegian medical 
centres adjoining EDs were referred on to EDs, where their condition required hospital 
management. Consequently half of all ED presentations were aged over 65 years and 85% 
of the total presentations were triaged as higher acuity (red, orange and yellow) 
(Bjørnsen, et al., 2013). Less urgent patients were managed at the adjoining clinics. The 
differences in higher acuity between previous studies and this study may reflect different 
target populations. Where the current study focussed on older ED presentations with 
chronicities, previous studies targeted all ED presentations.   
 
When comparing the proportion of higher acuity (ATS1, 2 &3) in the current study’s 
older sample, similar high proportions were identified in RCTs reporting on CCT 
interventions targeting older populations. A majority of older people referred to CCT for 
facilitation of safe discharge from ED in two Australian hospitals during 2009-10 were 
high acuity in both the intervention and control groups (ATS2&3= 78%: 84% 
respectively)(ATS1=0 during the study) (Arendts, et al., 2012). There was also an  
increasing trend of higher acuity referrals to CCT (ATS1,2&3) during 2007-09 in those 
aged over 65 years by 15%, and in those with falls related injuries by 17% (Harper, et al., 
2013).  Neither RCT reports on the proportion of all older ED presentations, only on 
referrals.  
 
The target population of the current study differs from that of CCT’s, where only those 
with falls were referred (Harper, et al., 2013) or those with ten common problems 
associated with admissions (Arendts, et al., 2012). Compared to findings in the current 
study, there was a lower proportion of high acuity reported in a cohort (n=200) of those 
acutely ill, aged over 65 years attending a geriatric ED in Italy, where 70% were semi-to 
non-urgent, using a four point scale (Salvi, et al., 2009). These studies’ target populations 
differ, focussing on sub-groups of the older ED population and do not explore the relative 
contribution of acuity to accessing IHS; nor do they explore the barriers to referral to IHS. 
Therefore, finding a high proportion of higher acuity in Phase One of the current study 
suggests that the older population may be more urgent on arrival to ED than all other ED 
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presentations. This finding has implications for the use of the term ‘sub-acute’ and for 
clinical practice. 
 
A potential reason for higher acuity in the Phase One sample may be changing trends 
identified in ED use. One study of all Australian ED presentations during 1999-2010, 
identified all ED presentations increased by 1.5% in Australia between 2003 and 2010. 
Urgent to emergent also increased by approximately 1.8%, while similar decreases in 
semi to non-urgent presentations were noted (ATS4 &5) (Toloo, et al., 2011b). A similar 
trend was noted in the US. Between 1999 and 2007, increases in ED use doubled the 
expected increases related to population growth (23.1%: 12.5%, p< 0.001), and the 
greatest changes were in the urgent to emergent categories. ATS 3 increased from 32% of 
all ED presentations to 38.4% (95% CI=35.4-41.5, p < 0.001) (Tang, Stein, Hsia, Maselli, 
& Gonzales, 2010). Therefore, increasing global trends in the acuity of ED presentations 
and changing demographic trends of increasing chronic disease associated with ageing as 
discussed in Chapter One, may also partly explain the higher acuity in the Phase One 
sample.  
 
Differences noted between the literature and the current study’s findings on acuity levels 
may also be explained by different measurements of acuity. In this study, the triage score 
(ATS) was used to measure acuity. The purpose of measuring acuity with standardised 
tools is in the reliability of assessing patients’ conditions on arrival, to prioritise patients 
according to type and severity of presenting complaints and to provide quality ED care 
(ACEP 2010; Canadian Association of Emergency Physicians, 2013).  Triage is 
considered as the measure of urgency which differs from severity or complexity in that 
urgency determines time related decisions for allocation, placement, interventions and 
appropriate treatment (ACEM, 2013a). Therefore, the acuity of the presenting person is 
important in determining the timeliness of appropriate ED care. In this study, as more 
than half were urgent (ATS3), this meant a majority needed to be seen within half an hour 
of presentation to prevent their health status from becoming life threatening  or to prevent 
development of complications which increase morbidity (ACEM, 2013a).   
 
While the term ‘acuity’ has been used in patient, provider and system contexts, the onset, 
timing and severity of symptoms are considered the patient related context. Based on 
diagnoses in the nursing care context, the relationship between severity of illness and 
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intensity of care needs drives decisions of acuity (Brennan & Daly, 2009). This present 
study used a five tier tool (from non-urgent to resuscitations as the most urgent), which is 
consistent with tools used as indicators of how urgent people with undiagnosed problems 
are, on presentation to ED. Examples are the Australian Triage Scale (ATS) (ACEM, 
2013a) and the Emergency Severity Index (ESI) which incorporates expected resource 
use with acuity (ACEP, 2010; Gilboy, Tanabe, Travers, & Rosenau, 2011).  
 
Others examples of triage tools include a five tiered colour scale based on viable wait 
times such as the Manchester Triage scale (MTS) (van der Wulp , van Baar & Schrijvers, 
2008) or the Medical Emergency Triage and Treatment System (METTS) (Bjørnsen, et 
al., 2013). The reliability and validity of these tools have been established (Forero & 
Nugus, 2006; Gilboy, et al., 2011; van der Wulp, et al., 2008; Widgren & Jourak, 2011). 
A four tiered tool has also been used with scales from non-urgent to emergent (Salvi et 
al., 2008) or with viable wait times from less than 15 minutes to 24 hours (Tang, et al., 
2010). Despite the use of tools, Gilboy et al. (2011) point out that application of tools is 
subject to differences in clinicians’ professional judgements. Differences in perspectives 
have resulted in over or under triage (Considine, LeVasseur & Villanueva, 2004). Triage 
inaccuracies can also result from the distractions within the busy ED from clientele, staff 
and processes that interrupt triage practice (Chung, 2005) and be influenced by 
misinterpreted symptomatology (Grossmann, et al., 2012).  Where clinicians have 
undergone accredited training, there are reduced inaccuracies in triage scores (Forero & 
Nugus, 2006). Although ATS may be as reliable as the clinicians’ assessments of acuity, 
guidelines demonstrate it is an accepted current triage process (ACEM, 2013a). The 
accuracy of the triage process therefore is important. Where older people arrive as higher 
acuity, triage is designed to pre-empt where unnecessary delays could potentially 
contribute to adverse outcomes. 
 
The high proportion of high acuity in the Phase One study also suggests this older 
population may not typically be ‘sub-acute’ or fit the acceptable description of sub-acute 
in the ED context. Lack of agreement on use of the term ‘sub-acute’ in the literature, may 
create confusion for acute focussed ED clinicians when older people present with acute 
exacerbations of chronic problems or atypical symptoms. The term implies less urgency 
than acute presentations, urgent conditions or injuries, as demonstrated by designated fast 
track sub-acute areas in ED. The sub-acute, sub-wait or minor areas are for less urgent or 
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less complex patients, requiring suturing or medication, waiting for X-rays, results, 
transport or additional support on discharge (ACEP, 2008; Morgan, 2007; Clift, 2012). 
Differing uses of the term ‘sub-acute’ may compromise patient safety. Literature 
considers the subjective nature of assessment and failure to conduct triage in a timely 
manner, has resulted in delayed care and safety concerns. A 2008 UCSF study reported a 
quarter of all ED presentations took more than 20 minutes for the triage process, and 
between 20% and 60% of ATS1& 2 were not completed within the recommended time 
frames (Alexander-Otto, 2010). During triage, the focus is on presenting complaints and 
not all comorbidities, and acuity influences clinical decisions in appropriate access to 
timely care. However on discharge, when acute care is terminated but older people 
remain sub-acutely ill with comorbidities, acuity may have little relevance and research is 
yet to consider the influence of the term ‘sub-acute’ on acuity or ED clinicians’ decisions 
to refer to IHS for continuing care. Therefore, risk assessment may be appropriate on 
discharge to identify the need for continuity of care. 
 
Chronic Disease Burden 
Findings in the current study suggest that disease burden in the sample was high. The 
most common presenting complaints were chronic conditions or complications from one 
(CVD, GIT and falls), and a high proportion had a history of hypertension, high 
cholesterol and multiple comorbidities (mean 4.01). The complex health status of older 
ED presentations has been identified previously (ABS, 2009a; Considine, et al., 2010; 
Green, 2012; Hastings, et al., 2010). Chronic conditions and associated disabilities 
contribute significantly to re-presentations or hospitalisation in Australia (Considine, et 
al., 2010; D'Arcy, et al., 2005; Fealy, et al., 2012; Hastings, et al., 2010) and 
internationally (Adams, Kirzinger & Martinez, 2012; Bjørnsen, et al., 2013; Canadian 
Institute for Health Information, 2013; Hong Kong Hospital Authority, 2013; Hu, et al., 
2012). High disease burden suggests that the clinical profile may influence acuity on 
arrival. Previous literature has identified high comorbid disease and a high proportion of 
urgent presentation among older ED patients (Fealy, et al 2012; Salvi, et al., 2008), but 
not causation.  
 
The current study’s findings of  statistically significant associations between socio-
demographic and clinical profile factors and both re-presentation and re-admissions at the 
bivariate level are consistent with  conclusions of others in Australia (Considine, et al., 
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2010; D'Arcy, et al., 2005; Fealy, et al., 2012; Hastings, et al., 2010) and internationally 
(Adams, Kirzinger & Martinez, 2012; Bjørnsen, et al., 2013; Canadian Institute for 
Health Information, 2013; Hong Kong Hospital Authority, 2013; Hu, et al., 2012). 
However, the significance of  associations may also have been  due to the large sample 
size, where the volume of cases makes it more likely to have large numbers in the 
observed subcategory counts, resulting in a significant difference in the expected counts 
(Coakes, et al, 2008; Wilde & Seber , 2000). These associations may be statistically 
significant, but have little clinical significance. 
 
Regressional modelling in the current study tested the relationships between socio-
demographic and clinical profile factors and both re-presentations and re-admissions and 
demonstrated that the clinical profile of older ED presentations had highly significant 
relationships with both outcomes. Chronic disease was a strong risk for re-presentations 
to ED as the odds of re-presentation within one month of an index visit were three times 
higher in those presenting with cancer, compared to those with CVD. Musculo-skeletal 
disorders such as rheumatoid or osteoarthritis, osteoporosis, back pain and more and other 
chronic conditions, for example haematological endocrine or autoimmune disorder, were 
also strong risks. Although the literature cited in this section has associated comorbidities 
with re-hospitalisations, findings in the current study suggest that disease burden is an 
important factor in the risk of re-presentation, irrespective of acuity level. 
 
Possible reasons for the finding that chronic diseases influence the risk of re-presentation 
in Phase One lie in the chronicity or ongoing nature of symptomatology. Existing 
literature shows re-presentations were more likely for the same problem p = 0.003 
(McCusker, et al., 2000) and half of all older ED presentations were attributed to medical 
problems in those with chronicities (Fealy et al., 2012). Re-presentations to ED in older 
populations were 2.7 times more likely in those with functional problems (McCusker, et 
al 1997) with an inverse relationship between function and re-presentation (Naughton, et 
al., 2010). The risk of re-presentation was two to three times more likely in those with 
chronic conditions such as GIT,  diabetes, ischaemic heart disease, depression, cancer, 
and cognitive impairment (Arendts, et al., 2013e: McCusker, et al., 2000). Findings in the 
current study therefore support these studies. Existing literature has shown re-
presentations commonly occur for undiagnosed depression, pain, the disability associated 
with chronic conditions,  the need for assistance with ADLs and inadequate social support 
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(Considine, et al., 2010; Hastings, et al., 2010; Kariniemi-Ormala,Vehviläinen-Julkunen, 
2012; Lowthian, et al., 2013; Naughton, et al., 2010; Ross, Hemphill, Abramson, Schwab 
& Clark, 2010; Salvi, et al., 2008). However, none of these studies considers the impact 
of chronicities among all older ED re-presentations in the context of needing referral to 
IHS to manage chronicities. 
 
Although one Irish study found 43% of older ED patients were referred to a GP on 
discharge during 2008 and 2009, the focus was on the health profile and factors 
influencing attendance (Fealy, et al., 2012). The contribution of these factors to accessing 
referral to community support was not considered. Therefore, as the most common risks 
for re-presentation in Phase One of the current study were among national health priority 
areas (AIHW, 2013a), the disease burden in older ED presentations that will increasingly 
challenge ED clinicians’ workloads, highlights the importance of considering their social 
and clinical profile as part of hospital avoidance strategies.  
 
The Phase One findings also suggest complications of chronic conditions increase the risk 
for re-presentations, as presenting with a history of falls was a strong risk for re-
admissions and presenting with falls-related injuries was among the top three presenting 
complaints. Findings in the current study therefore support existing literature which 
suggests reasons for re-presentations include undiagnosed and unresolved issues or 
adverse events (Aminzadeh & Dalziel, 2002; Grief, 2003). Research shows that up to 
60% of older ED patients have undiagnosed problems (McCusker, et al., 2003a), and that 
adverse events contribute to avoidable re-presentations, accounting for between 8.1% and 
10% of separations attributed to medical and surgical complications from previous 
hospitalisation (AIHW, 2013h; Burt, et al., 2008). In Australia during 2009-10, 2% of 
knee and hip replacements and 3% of prostatectomies re-presented (AIHW, 2013h).   
 
Findings in the current study therefore support literature that shows adverse events were 
more likely to contribute to unplanned re-admission in those with CVD, respiratory or 
neurological conditions, cancer, heart failure or stroke (Braes, et al. 2010; Kind, et al., 
2007 ; Kind et al., 2010b; Van Walraven, et al., 2010). Examples of complications 
included: falls, sepsis, problems with gastrostomy tubes and dehydration (Kanthala, Lee, 
Bodhit, Nayfield, & Stead, 2011; Hall, Williams, DeFrances & Golosinskiy 2011; Kind, 
et al., 2007). None of these researchers considered adverse events in the context of all 
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older ED patients or the influence of these factors on referral to IHS, or the need for 
accessing ongoing support for chronicities. Therefore, findings in the current study 
highlight the importance of considering the clinical profile of older ED presentations in 
order to inform ED clinicians’ clinical decisions in appropriate discharge strategies to 
prevent complications and reduce re-presentations.  
 Acuity and Re-presentations 
Findings in the present study indicated that the risk of re-presentation or re-admission 
within one month related to poorer health, and not less urgent issues. The risk of re-
presentation in those with lower acuity or not waiting to be seen at bivariate level was 
reduced after controlling for all other factors in regression. Although not waiting to be 
seen or treated had five times the risk of re-presentation than admitted cases, a wide 
confidence interval reduced the significance of the finding. Presenting with cancer, 
musculo-skeletal and other chronic problems posed significant risk of re-presentation to 
ED and the risk increased with the number of chronicities.   
 
The findings in the present study differ from previous research investigating frequent ED 
users that found social disadvantage and health service use choices influenced ED use. 
Existing literature shows that frequent ED use in all ED presentations may be attributed 
to: presentation after hours, with minor issues; mental health or substance abuse; poorer 
health, function or support; belonging to ethnic minorities; social disadvantage or lower 
socio-economic group; no insurance or reliant on Medicaid (low income insurance); no 
regular doctor; poor access to alternative providers; convenience and preference for free 
care in EDs (Ahns, Burell, & Westerling, 2012; Baker, et al., 1995; Garcia, et al., 2010; 
Milbrett & Halm, 2009; Marco, et al., 2012; Murphy, et al., 1999; Ruger, et al., 2004; 
Sandoval, et al., 2010; Spillane, et al., 1997; Sun, et al., 2003; Young, et al., 1996). 
Researchers targeted all adult ED patients contributing to a conceptual picture of ED 
frequenters as both higher and lower acuity (Ruger, et al., 2004), being aged under and 
over 65 years (Horney, et al., 2012; LaCalle & Rabin 2010). These researchers had no 
consensus on criteria for frequent use, nor were they focussing on older ED presentations. 
The present study found that the stronger risk for re-presentation within one month in 
older people with chronicities was their chronic problems rather than their acuity or 
socio-demographic factors.  
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Similarly, findings in the present study suggest health status influences the risk of re-
admission. The risk of re-admission increased by three times in those with a history of 
chronic kidney or renal problems, by 90% in those with injury related falls.  Compared to 
those with lower acuity (ATS 4 &5) re-admission was 2.5 to 2.9 times more likely in 
higher acuity presentations (ATS3 & ATS1 &2 respectively) and increased with the 
number of presentations.  Chronic problems existed in the present study’s sample 
irrespective of acuity due to selection criteria. The strongest risk of re-admission was in 
those from ethnic minorities (the Americas or Canada and South Eastern Europe). 
People who did not wait to be seen and those in regional settings were more likely to re-
present, suggesting that ethnic minorities may be more likely to re-present to regional 
EDs with complex issues than English-speaking or Australians. While it is possible re-
presentation in ethnic minorities may be geographically driven, it may also be 
symptomatic of need, although these issues were not explored in the present study.  
 
The current study’s findings support existing literature which has shown ED use in those 
aged over 65 years is related to  poorer health or function, lack of adequate support in 
those living alone and socially isolated (Caplan, et al., 1998; 2004; Fealy, et al., 2012; 
McCusker, et al., 1997; 2000a; Salvi, et al., 2008). The urgency, however, has been 
shown to decrease with increases in the number of re-presentations (Ruger, et al., 
2004).Where older people are typically reliant on Medicare and have poorer health, as 
already discussed, the ED may be a more attractive option when unwell than seeking 
investigation and care from various care providers in the community. They may also have 
no choice but to rely on EDs for comprehensive care where other providers are less 
accessible, especially if needing care after hours, or where there is inadequate support 
(ABS, 2009e).  
 
Previous research has not considered the contribution of the need for continuity of care to 
re-presentations, nor has it explored the impact of the role of ED clinicians, which is an 
acute focus on priorities (ACEM, 2012; 2013b), not chronicities.  Where presentations are 
triaged as low acuity, the temptation in the busy ED context may be to deal quickly with 
the presenting complaint and discharge without looking for more complex issues. The 
concern is that re-presentations have implications for both congested EDs and clinicians 
who are challenged by increasing trends in older presentations who require longer stays 
for investigation and treatment when they present with poorer health or unmet complex 
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care needs (ACEP, 2008; Åhs, et al., 2012; Considine, et al., 2010; Garcia, et al., 2010; 
LaCalle & Rabin, 2010; McCusker, et al., 2003a; 2003c). Findings in the current study 
therefore suggest a need to target all older presentations for risk of re-presentation to 
inform clinical decisions in provision of appropriate continuing care. Therefore, 
understanding the factors that influence their pattern of health service use is important.  
7.2.2. The Pattern of Health Service Use  
Older people were slightly over represented in EDs in the current study, totalling 15.8% 
of all ED presentations during that time frame, which exceeded the proportion of the total 
Australian population aged over 65 years (13.7% in 2011 an equivalent time period to the 
current  study)(ABS2013b). Those presentations unrelated to chronic conditions, or 
nursing home patients and the cases with incomplete data, were excluded in the current 
study. Findings are therefore a likely underestimation of the real proportion of the older 
population utilising EDs in SEQ, the implications of which are important for health 
service planning. Other important findings from Phase One were that few accessed IHS 
and IHS factors were not identified as predictors of re-presentation or re-admissions. 
Poor Access to IHS 
Despite significant policy effort directed toward hospital avoidance and IHS designed to 
reduce both re-presentation to ED or re-admission, findings in Phase One of the current 
study have shown that  few (10.5%) were referred to IHS or risk screened (10.8%). 
Despite the sample’s high acuity and multiple comorbidities requiring longer length of 
stay (mean 366 minutes or 6.1 hours) than the national NEAT targeted benchmark (4 
hours) (NSW Government 2014), a high majority (89.6%) was not referred to IHS in ED. 
Subsequently, most of the sample (83.5%) did not have a documented comprehensive 
needs assessment in ED (unknown needs) and few (6.6%) received referrals to 
community health services (CHS).  
 
There was scant literature reporting access to IHS that could be used as comparison for 
this study. None of the unpublished Queensland Health IHS Annual Reports measured or 
reported on the proportion of ED presentations referred to IHS, or reach (Cartlidge-Gann, 
2008; Fraser, 2005b; 2010; Jenkins, 2008; Peterson, 2012). Nor did one article reporting 
on the impact of a risk screening intervention on re-presentations and re-admissions in 
Queensland report reach, and no annual figures were provided for further analysis 
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(Hegney, et al., 2006). Reach is a program evaluation term used to describe the ability of 
a program or service to be accessed or reached by the clientele they are designed to 
service (Hawe et al., 1990). Therefore, this is the first study to provide insight into IHS 
reach in QLD hospitals. 
 
Compared to findings in the current study, one CCT1 trial indicated a lower proportion 
(5.8%) of all ED attendances was referred to CCT staff during 2000-1 (Moss, et al., 
2002). Researchers did not explore reasons for the low proportion of referrals. However, 
the proportion of those over 65 years referred was not clear. Selection criteria focussed on 
all ED frequenters which included not just the older and socially isolated, but those living 
alone, homeless, with substance abuse or complex medical problems.  
 
Neither did CCT in WA report reach (Arendts, et al., 2012). Further analysis (by the 
researcher in the current study) of the raw data reported indicated that compared to the 
sample in the present study, there were twice the referrals to CCT (21.6%). Of the total 
ED presentations during 2009-10 in Arendts et al.’s (2012) study, 19.8% (n=24,374) were 
aged over 65 years. Those recruited were allocated to intervention (13%, n=3165) and 
control groups (8.6%, n= 2100) (Arendts, et al., 2012). Selection criteria excluded a large 
number (19,109), such as the critically ill. Unless they re-presented for the same problems 
or with one of ten selected conditions within business hours, they were excluded. While 
referrals were double those identified in this present study, the 13% that received the risk 
screening intervention in CCT, was still higher than the proportion risk screened in the 
present study (10.8%). Therefore the current study is also the first to report the proportion 
of all older ED presentations referred to IHS nationally. 
 
Compared to the present study, research reporting CCT interventions, demonstrated high 
recruitment of participants. One study reported 86.1% of falls related injuries were 
referred to CCT. Although there was a decreasing trend in referrals to CCT between 2004 
and 2009, this may have reflected a decreasing trend in falls in RACF in the same period 
(20.4%: 13.6%, p< 0.001). While 13% of those referred were not seen by CCT (Harper, et 
al., 2013), this issue was not explored. The differences between existing research and the 
present study may reflect differing target populations.  Harper et al.’s (2013) study 
focussed on those with falls, and not on all older patients. However, findings in the 
present study indicated that even those with obvious injuries such as falls were not all 
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referred to IHS. Although 11.5% of the overall Phase One sample presented with falls-
related injuries, only 10.4% was referred to IHS in ED. The finding suggests that not all 
of those considered by Harper et al. (2012) as in need of referral, received comprehensive 
risk assessment in ED. 
 
Compared to the proportion seen by QLD’s IHS clinicians in Phase One of the current 
study (16%), the equivalent ASET program in NSW has shown clinicians saw a similar 
proportion (15.6%) of the total ED presentations aged over 70 years in the nurse-led 
program during 2005-6 (Shanley, et al., 2009) and the medically-led program during 2004 
-6 (Ngian, et al., 2008). Only admitted patients were audited by Ngian, et al. (2008) and 
risks for re-hospitalisation were identified that were missed by ED staff, suggesting an 
underestimate of need among older ED patients. Therefore, differences noted in referrals 
may result from reporting of different populations being referred. Although the proportion 
of those seen by IHS (16%) in the current study is similar to that in the literature, it is 
higher than the proportion referred to QLD’s IHS (10.4%), which indicates that in 
addition to referrals, IHS clinicians identified additional cases for assessment.  
 
A possible reason for inadequate reach of IHS in the current study may relate to poor 
integration of IHS into the health system (MacAdam, 2008). While investigation of IHS 
integration into the health system was not a specific goal or objective of the current study, 
IHS policy documents, annual reports and their client data across settings were accessed 
to investigate their target population’s pattern of IHS service use. Although not all 
documents were formally analysed as part of the research, they were analysed and 
reported in the literature review. The analysis provided valuable insight into IHS models 
of care. Several important organizational issues were revealed such as differing models of 
care, level of integration, inconsistent dedicated funding, inadequate resources, lack of 
uniform guidelines, documentation and processes, which previous literature indicated 
were barriers to the effectiveness of CCT or IHS (MacAdam 2008: Victorian Government 
2003). These issues may also influence accessibility or effectiveness of current IHS in 
EDs. It is also possible that availability or accessibility may be disincentive for referrals 
to IHS, as emerged in one study (Clift, 2012). 
 
The poor access to IHS in the current study may reflect the impact of limited funding, 
resources and hours of operation identified in policy documents and annual reports 
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(Cartlidge-Gann, 2008; Fraser, 2005a; 2005b; 2010; Jenkins 2008; Peterson 2012; QLD 
Health 2005). Existing literature also reported that inadequate resources reduced the 
availability of IHS clinicians for referral in CCT1 trials (Moss, et al., 2002; Segal, et al., 
2004a; 2004b) and ASET in NSW (Shanley, et al., 2009) . Similar issues were reported 
internationally in the ATOP program in British EDs (Leah & Adams, 2010) and in a 
Geriatric Consultation Team intervention in Belgium (Deschodt, et al., 2012). The 
literature suggests that limited staffing, hours of operation and resources may also limit 
availability and access to IHS clinicians, similar to the present study. 
 
Previous research has shown poor access to risk screening results from inadequate staff or 
training to undertake assessment and planning processes to shift staff focus from acute to 
chronic care, especially in older ED patients (Grief, 2003; Kroemer, et al., 2004; 
Robinson, 1999).  Findings in the current study support these researchers. According to 
QLD Health policy documents and annual reports, patients are referred by various 
channels to IHS. Unclear guidelines for referral and expectations of ED clinicians’ 
referrals may be barriers to identified need for referral. Further assessment is required for 
more understanding of complex care needs (ACEM, 2013) and previous research shows 
geriatric assessment and care is time consuming. It requires risk screening for many 
physical, functional, mental and social factors, using information to develop 
individualized plans and arrange appropriate referrals for adequate support (Deschodt, et 
al., 2012; Guttman, et al 2004; Hunt-Luzinski, et al., 2008; Kroemer, et al., 2004 ; Ngian, 
et al., 2008; Shanley, et al., 2009; Siebens, 2005). Comprehensive assessment is shown to 
limit the number of patients that one or two staff can manage, from 30 to 60 per week 
(Clift, 2012) or from100 to 140 per month (Leah & Adams 2010).   Reported inadequate 
staffing is demonstrated by the numbers processed in one unpublished QLD Health 
annual report (Fraser, 2010) and may influence referrals to IHS.  Inadequate staffing was 
seen to impair CCT’s effectiveness as discussed in Chapter Two.  
 
There is little robust research published on IHS since CCT evaluations. Further research 
would be needed to fully understand the impact of resourcing, the contribution of models 
of care and methods of case finding, and the impact of selection criteria on referrals to 
and effectiveness of IHS.  Understanding the effectiveness of IHS will be increasingly 
important, with projected demographic trends expecting increases in health service 
demands in meeting vulnerable older ED presentations’ needs (AIHW, 2014).  
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IHS is Not a Predictor of Re-presentation or Re-admission 
Despite the strong association between clinical profile and re-presentation or re-
admission, and the collective effort to expand IHS as a hospital avoidance strategy, an 
unexpected finding in the current study was that IHS was not associated with either re-
presentations or re-admissions. These findings support those of CCT 1 and CCT 2 
evaluations over a decade ago where, despite mixed evidence of the benefits in terms of 
re-hospitalisations, CCT, did not meet expectations and was seen as a failure (DOHAC, 
2001; DOHA, 2007a). This finding is difficult to interpret for several reasons. 
 
First there is little published research on more current IHS for comparison. Counter to the 
current study, previous studies have shown some evidence of the benefits of risk 
screening and referral services in terms of decreased re-presentations (Arendts et al. 2012; 
Guttman, et al., 2004;  Hegney, et al., 2006),  preventable admissions in older people 
(Clift, 2012; Leah &Adams, 2010), and ED re-admissions (Ballabio, et al., 2008). 
Although the literature suggested that risk screening and referral programs may be 
beneficial at reducing hospitalisation, target populations differed, as did the time frames 
for measuring re-presentations or admissions. Conversely, two Australian studies of falls 
programs demonstrated no significant differences in re-presentations between recipients 
of CCT and those not referred to CCT (Harper, et al 2013; Russell, et al., 2010). Nor did 
CGA in ED reduce admissions (Basic & Conforti, 2005). Consistent with the mixed 
findings identified in existing literature, a systematic review into discharge interventions 
to improve outcomes for ED patients, reported that some programs do improve outcomes 
in discharged older ED patients. The conclusion of the systematic review was that while 
risk assessment and referral interventions were demonstrated to be feasible, few rigorous 
studies have undertaken a systematic approach to examining these services (Hasting & 
Heflin, 2005). 
 
Second, another reason for IHS to not achieve the desired outcomes may lie in diversity 
in programs, study designs, target population, funding arrangements, with inadequate 
training of staff or focus on guidelines, poor integration of IHS and an  inflexible health 
system. All of these factors emerged as barriers to accessing CCT and  effectiveness of  
CCT as identified in Chapter Two (Harvey,  2000; 2001; Mills & Harvey, 2003; Moss, et 
al, 2002; Segal et al, 2001; 2004a; 2004b). Neither the present study, nor any other study, 
has comprehensively explored these factors since CCT evaluations. These factors may 
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have contributed to findings in the current study that IHS was not a predictor of  re-
presentations or re-admission, indicating that the need for further research remains. 
 
Third, the potential lack of impact of IHS on hospitalisation in the current study could 
also relate to the small numbers referred to IHS, the cross sectional design and the 
sampling time frame, which will be discussed in the limitations of the study. The trend 
towards an association between re-presentation and being discharged with same or new 
community service, as shown at the bivariate level, became less significant during 
regression. Uptake of CHS was explored in regression from several perspectives to 
increase understanding of relationships. The association became less significant as the 
number of significant variables reduced, and their strength increased when controlling for 
other factors. Uptake of CHS was also found to have some covariance with presenting 
complaints, a history of falls and CKD, and several other factors. With the small 
proportion of presentations referred to IHS, there were small numbers on stratification, 
which can reduce reliability of results (Pallant, 2011; Wild & Seber, 2000). This issue 
was minimised by the collapsing and recoding of variables with insufficient numbers for 
analysis, as discussed in Chapter 3. 
 
 However, as IHS factors were not associated with re-presentation or re-admission, 
findings provided no evidence to support ongoing implementation of IHS in ED, which is 
consistent with overall finding of CCT (DOHA 2007d) and differs from the mixed 
findings of more recent studies (Arendts et al. 2012; Basic & Conforti, 2005; Guttman, et 
al., 2004; Harper, et al 2013; Hegney, et al., 2006;  Russell, et al., 2010)  suggesting a 
need for more robust research. Findings from Phase One of this study highlighted the 
high disease burden in the sample and poor referral to IHS designed to meet the chronic 
care needs of older people, but findings do not explain why. 
7.3 Phase Two Discussion: Understanding the ED Experience   
Phase Two of the study sought to explore older patients’ ED experiences. Based on a 
sample of older ED patients from three settings, four conceptual categories were 
generated: (i) deciding when to present to an ED, (ii) being a passive recipient of care, 
(iii) interacting with care providers, (iv) and having information. Overall findings 
demonstrated how these older patients related to previous experiences when discussing 
their current experience. While all initially suggested there was ‘nothing to tell really’ or 
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‘no complaints to make’, they willingly discussed in detail their experiences. The findings 
highlighted that participants felt confused or frustrated during interactions with ED care 
providers in the process of adapting to the busy ED context, by relying on trust in the ED 
staff and processes, and adoption of a passive position in the process of care. Interactions 
with care providers saw patients mostly uninvolved in their own care decisions, which 
resulted in inadequate communication of needs, identification of needs and unmet needs. 
The following discussion is organised around the four conceptual areas.  
The Clinical Profile and Pattern of Health Service Use  
The samples’ clinical profiles were similar between both phases of the study with a few 
exceptions. There was almost twice the number of comorbidities in the sample from 
Phase Two compared to Phase One (7.6: 4.1). Importantly, all interviewees had CVD, 
musculo- skeletal problems and most had injury related falls and multiple risk factors for 
chronic disease. Additionally, the Phase Two pattern of health service use findings 
indicated that half (n=5) were re-presentations and two were re-admitted, suggesting the 
Phase Two sample was more complex than Phase One’s. 
Possible reasons for these findings were that participants were recruited through either the 
IHS or ED clinicians. Time poor IHS clinicians focussed on more urgent cases. This may 
have influenced referral for recruitment. In the context of finite fiscal resources, others 
have identified that clinicians’ focus on sicker patients sometimes to the detriment of less 
urgent patients (Cheek, 2003; Ekdahl, Andersson, & Friedrichsen, 2010). The sample was 
also a convenience sample (n=10). Of those interviewed, half (n=5) were seen by IHS 
clinicians, three were risk screened and a two received referrals to community services on 
discharge. They mostly did not identify this contact or the purpose of the IHS role. The 
findings, while not generalisable, raise a number of issues and questions. 
7.3.1 The Delayed Decision to Attend  
 The decision to attend hospital is an important one for anybody and no less for older 
people. The Phase Two analysis demonstrated that the decision to attend was delayed and 
difficult to achieve independently. Previous research that explored delayed presentations 
in older ED patients mostly focussed on delays in sub-groups of the population and the 
impact of symptom recognition on delays to seeking care, or indicators of delays to care 
in sub-groups of the sub-acute population: people with myocardial infarcts, heart diseases 
or diabetes, see examples (Ängerud, Brulin, Näslund, & Eliasson, 2013; Devon & Hogan 
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2010; Dracup, et al., 1995; 1997b; Finn, Bett, Shilton, Cunningham,  & Thompson, 2007; 
Herlitz et al, 2010; Kahn et al., 2012; Moser, McKinley, Dracup, & Chung, 2005; 
Sanderson, 2013; Turris 2009). Others studies have explored delays after an acute stroke 
(Abilleira, et al., 2011: Hagiwara, et al., 2012; Hemmen, 2008; Kind, et al., 2007; 2010b). 
The current study identified delayed decision to attend in a sample with multiple 
comorbidities and complications. 
 
Research exploring peoples’ experiences in accessing ED focuses only on ambulance and 
triage experiences (Ahl, et al 2006; Considine, et al., 2010). Others have explored delay 
factors associated with use of ambulances, first episode of psychosis, doctors’ role in 
delay, the impact of decisions to access care compared with the choice not to,  patients’ 
clinical and socio-demographic characteristics, or health beliefs in all adults (Abilleira et 
al., 2011; Ahl, et al., 2006; Anderson, 2012; Dracup, et al., 1997a; Morgans, & Burgess, 
2012; Rucker, et al., 2001; Smolderen et al., 2010; Walsh, 1995). Most of this research is 
cross sectional or descriptive focussed on all age groups. Phase Two findings provided 
insight into the personal experiences of older ED patients’ decision making, highlighting 
issues older people experienced that contributed to their delayed decisions. 
 
Delayed access to ED care appears to be common, despite the clear need for medical 
attention. Delayed presentation occurs in 50-70% of those presenting with acute coronary 
syndromes for more than six hours (Dracup, et al 1997b; Zerwic, 1999) and 60-64% 
delayed for greater than 90 minutes to two hours (Ängerud, et al., 2013; Carney et al, 
2002). Delays were recorded from between 2.5 days to one week in older people with 
decompensated heart failure (Rucker, et al., 2001; Sethares et al., 2013). Between 30% 
and 70% of stroke presentations have reportedly failed to arrive in a timely manner which 
precluded thrombolysis (Hemmen, 2008). A systematic review of delays in women with 
myocardial infarcts also found older women living alone had longer delays to care (Lefler 
& Bondy, 2004). The reasons for delayed attendance were multifactorial. 
Delayed Decisions and Familiarity with Long Term Conditions   
 In the current study, delayed decisions to attend were clarified and the first construct of 
‘familiarity with their health condition’ meant that long term conditions and 
symptomatology were tolerated, making it difficult to know when it was necessary to 
attend. Additionally, even where symptoms were recognised, presentation was delayed 
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until the situation became urgent.  It seemed that symptomatology had become 
normalised.   
 
Inability to recognise the importance of symptoms has also been associated with delayed 
access to acute care across cardiac and stroke studies. Delays were more likely where 
symptoms were intermittent p< 0.01 (Dracup, et al., 1997b).  Research has shown  37%  
of  presentations (n=62) with myocardial infarctions were unsure of the cause of 
symptomatology and delays were four times more likely in those who had difficulty 
attributing symptoms to heart pain (OR=4.4, p= 0.047)  (Carney, et al., 2002). Delayed 
attendance was more than twice as likely if stroke symptoms were perceived as irrelevant 
or transitory (OR = 2.19, 1.49-3.21; OR = 2.4, 1.66-3.47 respectively) or more likely if 
attributed to another cause (OR =1.61, 1.13-2.3) (Abilleria, et al., 2010). Participants in 
the current study reflected on familiarity with long term symptomatology and despite 
demonstrating understanding of the causes, delayed attendance at EDs 
 
Familiarity with symptoms in the participant group appeared to create a reluctance to go 
to hospital which contributed to delays while waiting see if it was necessary. Waiting to 
see is a common problem (Considine, et al., 2010; King & McGuire, 2006; Sethares et al., 
2013) that is a strong indicator of delays in those with heart failure. In two studies, half of 
those with cardiac symptoms stopped their activities, rested and tried remedies to 
alleviate symptoms (King & McGuire, 2006; Sethares et al., 2013). In the current study, 
delayed decisions, while waiting to see, were influenced by the severity of unrelieved 
symptoms, as shown in those with acute coronary syndromes (DeVon, et al., 2010). The 
finding that Phase Two participants persevered or rested while waiting for symptoms to 
resolve is consistent with literature reporting that adults often minimised symptoms and 
tried to resolve symptoms with other strategies while juggling competing priorities. They 
only made the decision to attend when all other options were exhausted (Ahl, et al., 2006; 
Moser, et al., 2005; Turris, 2009). Participants questioned the legitimacy of their problem 
and demonstrated reluctance to waste resources unnecessarily and feared burdening 
others. These issues, together with embarrassment to ask for help, have been found in 
older people previously (Considine, et al., 2010; Dracup, et al., 1997b; Moser, et al., 
2005).  The current study suggests that older adults may adopt the same problem solving 
strategies as other adults and may fail to recognise the seriousness of their symptoms. 
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Indecision, associated with chronicity of symptoms made it difficult to know when 
symptoms were severe enough to warrant medical attention. Reluctance to attend ED was 
attributed by others to inadequate knowledge (Allen, et al., 2012; Sun, et al., 2000) or 
inadequate explanations of conditions, results, treatment or ongoing care during previous 
ED experiences. Furthermore, knowledge that modern medicine may assist in symptom 
management but fail to reverse progression may inhibit prompt decision making as in 
those with heart disease (Allen, et al., 2012; Sun, et al., 2000).   
 
Findings in the current study therefore support literature in suggesting that delayed 
attendance results from poor health literacy associated with lack of understanding or poor 
disease knowledge. Literature shows that between 24 % and 51% of older patients have 
inadequate HL (Gazmarian et al 2003: Sudor et al 2006) that contributes to poorer health, 
twice the risk of poorer access to health care compared to those with good HL 
(Gazmarian et al 2003: Sudor et al 2006). Poor HL is also contributes to poor self -
management in diabetics and complications (Sarkar, Fisher & Schillinger 2006; 
Schillinger, et al, 2002). The current study, therefore, raises an important issue around the 
influence of disease knowledge on delayed decisions to attend ED in older people. 
 
Failure to recognise the importance of symptoms delayed attendance for long periods of 
time, contributing to worsening health status. Others attributed delays to misconceptions 
about health conditions and management. Both factors may relate to cultural norms and 
the meanings ascribed to their health or symptoms (Dickson, McCarthy, Howe, Schipper, 
& Katz, 2013; Drummond, et al., 2011; Kahn et al., 2012; Lefler & Bondi, 2004). 
Literature has concluded that women with cardiac symptoms delay attendance, because 
symptoms are attributed to causes that shape perceptions of seriousness, beliefs of 
vulnerability and coping responses (Dracup, et al., 1995: Lefler & Bondy, 2004). Others 
associate the choice not to act with a denial response (Lesneski & Morton, 2000). Denial 
responses are seen as transient emotional coping responses to both awareness of 
importance of symptoms during self-examination and to responses from those with whom 
the problem is discussed, making evaluation of denial difficult (Dracup, et al., 1995).The 
decision to act or not, may therefore be a deliberate response either based on 
misconceptions, poor health literacy or ability to cope. 
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Normalising chronic symptomatology may be a way of coping that leads to ignoring 
acute symptoms and delayed ED attendance. Delayed care was attributed to normalisation 
or the insidious nature of onset of chronic diseases and their symptoms (Dracup, et al., 
1997) and is potentially dangerous where it contributes to higher dysfunction (Rucker, et 
al.,  2001) and more serious health conditions or complications (Kahn, et al., 2012). The 
current study supports the literature, as findings showed people ignored identifiable 
symptoms for long periods of time, rather choosing to wait and see if they would resolve 
or become severe enough to seek help. 
 
Therefore, it is possible that misconceptions contributed to choices or recognition of 
when symptoms were severe enough to seek help. Existing research has mostly explored 
delays in cardiac, stroke diabetics and ethnic minorities in a community context. The 
current study adds to understandings of how all older people may have inadequate 
information for understanding of their disease or management. Further research is 
therefore needed to explore these issues and the relationships between delayed 
presentation and provision of information during previous hospital experiences.  
Delayed Decisions and Previous Hospital Experiences  
 Findings indicated that recalling previous negative hospital experiences was associated 
with fear of dying, or anxiety and reluctance to re-present to ED. Scant research has 
explored older ED patients’ ED experiences or investigated the impact of previous 
experiences on older people’s decisions to attend ED. It is possible that a reluctance to 
present to ED resulting from fear and anxiety may also have been associated with their 
sense of safety in ED. A small body of literature identified a number of factors that 
contribute to dissatisfaction with ED care. These included: being left unattended, poor 
interactions with ED clinicians, being ignored, feeling neglected, no reassessment, lack of 
privacy, discomfort, inadequate care or information and unmet needs which, for some, 
generated a lack of understanding and concern or fear for safety (Boudreaux,et al., 2000; 
Coughlan & Corry, 2007; Garrett, et al., 2008; Hostutler, et al., 1999;  Larsson Kihlgren, 
et al., 2004; Nikki, et al., 2012; Nydén, et al., 2003 Nystrom, et al., 2003a; 2003b; 
Olofsson, et al., 2012; Richardson, et al., 2007; Wellstood, et al., 2005). Others attribute 
future intentions to use EDs or timely ED care to satisfaction with ED care (Boudreaux, 
2004; Mack, File, Horwitz, & Prince, 1995; Sun, et al., 2000), but the research drew 
conclusions based on satisfaction surveys. 
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Fear of dying has been well explored in paediatric, dental, chronic pain and palliative care 
contexts. Only a few studies explored fear of dying in the older population, or those with 
chronic disease (Bowling, et al., 2010: Fry, 2003; Martin, 2005; Steptoe, et al., 2011). 
The literature suggests those with long term chronic condition in the community are twice 
as likely to have a fear of dying (OR 2.02, 95% CI, 1.16 to 3.54, p< 0.05), whereas those 
with better quality of life had less fear of dying; and fear existed irrespective of ethnicity. 
Additionally, older people may fear the way they die more than dying itself, as age was 
found protective, and people with more family support experienced significantly less fear 
about dying, ( p< 0.05) (Bowling, et al., 2010). People may therefore prefer to die at 
home, as the current study showed people were reluctant to attend ED, even when their 
symptoms were severe. 
 
Others have attributed fear to the grief response which results in disengagement in self –
care, fear of disease progression, worry over potential complications and fear of the 
unknown or treatments (Herschbach, et al., 2009; Rayman 2004; Walsh, 1995). Where 
grief was associated with fear and struggling to manage chronic conditions in ethnic 
minorities, this influenced the ability to manage and make decisions independently 
(Kahn, et al., 2012; Nicolaidis, et al., 2010). Alternatively fear of pain may have resulted 
in avoidance responses which were significantly associated with the fear of negative 
consequences (Esteve & Ramírez-maestre, 2013). Fear has also been demonstrated as a 
barrier to accessing health care among refugees and ethnic minorities (Drummond, et al., 
2011; Kahn, et al., 2012; Nicolaidis, et al., 2010). However, none of the literature has 
explored how fear might influence older people’s decisions to attend ED. The current 
study shows fear precipitated reluctance to attend ED. 
 
The current study supports literature that highlighted how fear generates varied responses 
which delayed access to care. Findings from the current study suggest that remembering 
negative previous hospital experiences generated fear and reluctance to re-present to ED. 
The finding adds to existing knowledge about the factors contributing to older people’s 
delayed decisions to seek acute care in ED. It would be important to understand the role 
fear plays in delayed attendance in older people, as delays have contributed to acuity on 
arrival, admissions and poorer outcomes, as discussed.  
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Delayed Decision and Persuasion of Others  
Delayed decisions to attend ED were characterised by a need for the persuasion of 
friends, family, neighbours or doctors. The need to consult others in such decisions has 
been identified in previous studies (Baker, et al., 1995; Carney, et al., 2002; Considine, et 
al., 2010; Dracup, et al., 1995; Hansagi, et al., 1991; Marco, et al., 2012; Sethares,et al., 
2013; Walsh, 1995).  Literature has shown that delayed hospitalisation is associated with 
consulting with GPs in cardiac and stroke patients (Finn, et al., 2007; Hemmen, 2008; 
Turris, 2009). The longest delays occurred in those living alone, presenting with strokes 
(Abilleria, et al., 2010) and myocardial infarcts (Herlitz et al., 2010).Other predictors of 
hospital delays in those with myocardial infarcts were less severe symptoms and family  
involvement (Khraim  & Carey 2008). Similar to findings in the current study, advice 
from others not to worry, was a strong indicator of delay (Sethares et al., 2013), 
suggesting education for patients, families and GPs may be an effective strategy to reduce 
delays. 
 
The inability  to make decisions may have related to people’s lack of confidence in their 
own judgment which existing research attributes to the preference to seek approval to act 
(Considine, et al 2010; DeVon, et al., 2010; Finnegan, et al., 2000; Parsons, 1951) or 
accept the need for help when self-management did not reduce symptoms (Ahl, et al., 
2006). Where participants waited for others to recognise symptoms and to take control, or 
waited for GP appointments to clarify the need to seek care, this delayed attendance and 
symptoms increased.  
 
Where symptoms were ignored, the result was worsening health status or complications. 
Therefore, delays contributed to potentially life threatening events such as diabetic 
ketoacidosis secondary to pneumonia, drug reactions, heart failure, stroke and pleural 
effusions. Only one study identified reluctance to attend despite the clear need, in older 
people (Considine, 2010). While timely care has increased survival (Newby, 1997), 
delayed presentation of more than six hours can preclude access to timely treatments, 
result in greater complications (such as types of ventricular dysfunction, p < 0.05) 
(Ottesen, Kober, & Jorgensen 1996), and increase the risk of mortality (Elbarouni et al 
2008; Lefler & Bondy, 2004).  
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In the health care environment, therefore, the finding of delayed decisions to attend 
suggests a need to improve health literacy in older patients, their family and health care 
professionals which has implications for policy, further research and clinicians. More 
timely decisions to attend ED are necessary to prevent and treat complications in an 
ageing population set to increasingly use health services. There is already an increasing 
trend in urgent incidents attended by Queensland Ambulance by 5% per annum from 
1999-00 to 2009-10, and the number of urgent cases transported has increased by 50% in 
the same period (Toloo, et al., 2012). Therefore the study highlights the importance of 
more informed timely decision making by older people to attend EDs and prevent 
unnecessary morbidity and mortality. The need for persuasion to influence decisions to 
attend ED identified in the current study adds new information to the existing knowledge 
about factors influencing older people’s decisions to attend ED, as most studies focus on 
cardiac patients. 
7.3.2 Passive Recipients of Care 
Passivity in the current study involved a sense of safety. Where ED clinicians and the 
environment were trusted there was a willingness to wait, despite discomfort. There was 
also and a sense of powerlessness and inability to be involved. References to previous 
hospital experiences suggested that participants were socialized into passive responses, 
little involvement in care decisions and poor communication of needs. No research was 
identified that specifically explored passivity in older ED patients or issues related to 
passivity. Research on ED patient experiences has previously identified passivity in non- 
urgent older and older ED patients, frequent ED users and adults, in those presenting in 
acute pulmonary oedema, family member of older ED patients, and in older admitted 
patients (Coughlan & Corry, 2007; Ekman, Ekstrand, & Schaufelberger, 2007a; Nyden, et 
al., 2012; Nystrom, et al., 2003a; 2003b; Richardson, et al., 2007; Wellstood, et al., 2005). 
Passivity has also been identified in the acute environment in adults aged over 18 years, 
hospitalised frail elderly and in mental health patients (Ekdahl, et al., 2010; Florin, 
Ehrenberg & Ehnfors, 2006; Jeon, et al., 2007; Latvala, Janhonen, & Moring, 2000). 
Therefore, the current study raises some important new concepts to discuss. 
Passivity and a Sense of Safety 
Where participants felt safe in EDs, they relinquished control because of trust in the ED 
and the clinicians. Findings support existing research that shows where patients trust staff 
to know best, care will not be questioned (Ekman, et al., 2007a; Jones, et al, 2010; Nikki, 
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et al., 2012, Richardson et al., 2007). Others have shown that trust is inter-twined with 
vague memories of ED care (Ekman, et al., 2007a), demonstrating reliance on appropriate 
care provision. Trust is seen as a measure of clinicians’ behaviour and quality of care or 
relationships (Ekman, et al., 2007a; Thom, et al., 2004) and has been found associated 
with satisfaction with the level of care in ED among older ED patients’ relatives (Nikki, 
et al, 2012). Trust, therefore, results from good patient service provider relationships 
fostered by sincerity, caring and honesty. However, satisfaction and experiences are not 
the same concept. 
 
In the current study, although participants trusted ED care providers, a passive role often 
resulted in unmet needs. Trust in staff does not thus mean satisfaction with an ED 
experience. Importantly, when participants initially expressed their sense of safety or 
relief being in ED, they highlighted their respect for the position, skills and expertise of 
staff and were reluctant to criticise. Yet participants also felt excluded and where care 
was perceived as less than ideal, they remained passive.  Of concern is that clinicians 
were unaware of patient concerns or needs and there was little evidence staff explored 
patient needs. Literature has identified similar issues where trust was attributed to valuing 
staff’s decisions and competence, which meant acceptance of staff’s care decisions 
without question. Passivity in older patients has simplistically been attributed to 
adaptation to the busy ED environment where people consider care in the more practical 
terms of being satisfied with care decisions (Coughlan & Corry, 2007: Nyström, et al., 
2003a; 2003b; Richardson, et al., 2007). However, current findings suggest that for older 
patients, passivity based on trust in ED staff and the environment could contribute to 
inadequate communication of needs. 
Patiently Waiting 
A related construct of passivity was patiently waiting. Despite experiencing confusion, 
fatigue, discomfort or pain, or because of these factors participants waited without 
complaint. This may be an expected norm as non-acute patients often ensure relatives 
accompany them, pre-empting the need for advocacy, care and company while passively 
trusting in and waiting for care providers to make decisions. The current study supports 
literature exploring ED patient experiences  that showed  passively waiting contributes to 
poorly communicated needs (Nikki et al 2012, Nyström, et al., 2003a; 2003b; Nyden, et 
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al., 2003; Olofsson et al, 2012).  Research has not explored the influence of this process 
on patient decision making.  
 
 An additional concern is that new or worsening symptoms were not communicated to 
clinicians. A potential reason may be that patients underestimate the seriousness of their 
own problem and fail to alert staff or communicate needs (Farnsworth, Waine & 
McEvoy, 1995). Similar to findings in the current study, research has found passive 
patient responses in the busy ED context contribute to poor, communication, assessment, 
reassessment, identification of important issues or changes in patients’ condition, 
contributing to diagnostic and disposition errors and potentially endangering lives 
(Calder, et al., 2012; Farnsworth, et al 1995; Garra, Albino, Chapman, Singer & Thode, 
2010; Richardson, et al., 2007). Thus the findings highlight the important role patients’ 
decision making plays in delayed care as communication of need is important in the 
provision of timely care to prevent adverse events (Pines et al 2006; 2008). 
 
Participants understood the busy ED environment and referred to previous nursing, police 
or hospital experiences when considering staff workloads and the need to passively wait. 
A number of ED related factors have been found to act as barriers to timely care along the 
whole process of care from triage to discharge (Calder et al., 2012; Chung, 2005). While 
it is important that ED clinicians assess, reassess and understand individual patient needs 
(ACEM, 2013b), patients in this study simply waited for this to occur. Factors implicated 
in delays in assessment and care include crowding, patient-staff ratios, high acuity of 
patient loads, time pressures, interruptions, adequacy of documentation and 
communication of information, fragmented care, and the quality of the historian (patient) 
(Calder, et al., 2012; Chung, 2005; Dunnion, & Griffin, 2010; Nystrom, et al., 2003a; 
Richardson, et al., 2007). The literature does not explore the influence of previous 
hospital experience on patient decision making in ED. Therefore, findings increase 
understanding of the factors influencing passive responses. 
 
Research shows that patient priorities differ from staff priorities. Among patients’ top 
priorities are timely care, access to family and good therapeutic relationships (Coughlan, 
et al., 2007; Grief, 2003; Guarisco & Bavin, 2008; Hostutler,et al.,1999 ; Nystrom,etal.,  
2003a; Richardson, et al., 2007 ; Wellstood, et al, 2005). Staff place higher priority on 
team work, processes, staff competence, staffing issues, patient flow and the practicalities 
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of meeting urgent patients’ needs and medical treatments (Chung, 2005; Dunnion, & 
Griffin 2010; Estey, et al., 2003; Grief, 2003; Hostutler, et al., 1999; Nyström,et al., 
2003a; Reeder, et al., 2003; Richardson, et al., 2007). Hence, staff perceptions of 
priorities and resultant behaviours may be barriers to effective communication of need 
which older people with poorer health can ill afford, but these factors were not explored 
in the current study. 
Current findings that complications such as discomfort, thirst, hunger and increased pain 
resulted from delays, support research identifying a 30% increased risk of mortality on 
crowded days in ED compared to not crowded days (Richardson, 2006), suggesting 
delays to care may influence mortality. As staff workloads contributed to patients’ 
decision to adopt a passive role, patients were considerate of staff’s need but felt 
neglected by those same staff. This may potentially impact on therapeutic relationships as 
increased workloads are considered to influence the trust patients placed in the ED 
environment (Richardson, et al., 2007). Consistent with findings in the current study poor 
contact with staff reduces the connection or therapeutic relationship thereby reducing the 
willingness of patients to share personal information resulting in lost opportunities for 
staff to address patient issues (Bunmi, 2013) and provide the care in service provision 
(Dodwell 2012). Findings in the current study increase understanding of the relational 
factors that contribute to adverse patient outcomes in older ED patients. 
Loss of Control  
The adoption of passive responses meant that the ED experience was outside of patient 
control and suggests a perception of power imbalance or an inability to influence ED care 
processes.  Findings that indicated some participants did not alert staff even where there 
was a clear need and that others tried in vain, support research that identified power 
imbalances resulted in passive responses (Nikki, et al., 2012; Nyström, et al., 2003a; 
2003b).  In the current study, participants drew from previous ED experiences when 
generating meaning and understanding of their current situation. Research has 
investigated communication and participation barriers in ED and locus of control in other 
contexts, but no literature exploring the impact of previous experiences on older peoples’ 
locus of control in ED was identified. 
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 The finding that participants ‘knew’ they were competing with other ‘priorities’ and felt 
powerless to influence care decisions supports research that concluded that passive 
responses equated with a tolerance or acceptance of the ED environment (Nikki, et al., 
2012; Nyström, et al.,2003a; 2003b; Richardson, et al., 2007; Wellstood, et al., 2005). 
Patients who fear upsetting staff or being labelled by ED clinicians as difficult, 
demanding, or inconsiderate, remain passive (Frank, Asp, & Dahlberg, 2009b; Nystrom, 
et al., 2003a; 2003b). Exclusion of patients from care decisions was considered coercion 
(Cameron, et al., 2010b; Frank, Asp, & Dahlberg, 2009a). Findings in the current study 
that patient perceptions of not being in control resulted in withdrawal to avoid conflict 
and suggest power differentials, impair therapeutic relationships.  
 
A plausible reason for passivity may be perceptions of the urgency of presenting 
complaints. Others have found that those with poorer health had little recollection of 
events and were reliant on care decisions of others (Richardson et al., 2007). In the 
current study, where there were preconceived assumptions about clinician roles, this 
engendered an acceptance of care decisions without question. Perceptions of power of 
older sicker patients have influenced the relinquishment of control to those more 
knowledgeable in the ED (Richardson, et al., 2007) and other settings (Bramston & 
Tomasevic, 2001; Ekman, Schaufelberger, Kjellgren,  Swedberg, & Grange, 2007b; 
Florin, Ehrenberg, & Ehnfors, 2006) and especially where patients undervalued their own 
decisions (Fisher, et al., 2006).  
 
 Participants were critical of being excluded from decision making and held low 
expectations for participation in their care, believing they could not question a doctor’s 
authority. This supports research indicating similar problems in the ED (Carrion, 2013; 
Frank, et al., 2009b) and acute care context (Ekdahl, et al., 2010). ED clinicians have 
acknowledged these issues as barriers to communication (Cameron, et al 2010b), 
therapeutic relationships and participation in care decisions (Frank, et al., 2009a). 
Perceptions of power during the process of care in ED may therefore be integral in 
determining patient responses. 
 
The study findings point to loss of control in the ED care context as multifactorial. 
Passivity identified in the present study is consistent with a small body of literature which 
agrees that the power differential in ED precludes the ability to seek help during task 
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focussed encounters, resulting in poor communication of need, lack of involvement in 
decision-making and less than ideal care (Nystrom, et al., 2003a; Nystrom, et al., 2003b; 
Richardson, et al., 2007; Wellstood, et al., 2005). The implication of the current study is 
that older patients who are socialised into passive responses during repeated hospital 
experiences adopt subordinate roles in EDs. In the context of an ageing population, 
strategies to reduce the power imbalance in EDs should be a priority to increase 
therapeutic relationships, patient engagement and participation. 
7.3.3 Interaction with Care Providers 
The quality of communication during interactions with care providers in EDs is 
constantly challenged by the ED environment (Slade, et al., 2011). Interactions with care 
providers in the current study were characterised by not knowing care providers and 
being ignored. The attitudes and behaviour of staff, how staff spoke or treated patients, 
and their presence or accessibility, shaped perceptions of security and quality care. These 
findings are  consistent with research that found that staff behaviour and attitudes during 
interactions influenced the quality of communication with ED patients or their family 
(Cameron, et al., 2010b; Frank, et al., 2009a; 2009b; Mercer,et al., 2008;  Nystrom, et al., 
2003a; 2003b ;  Pytel, Fielden, Meyer & Albert, 2009; Wellstood, et al., 2005). Patient 
satisfaction is associated with relational aspects of care or caring or interpersonal skills in 
the ED context (Boudreaux, 2000; Francis-Liburd, 1994; Mack, et al., 1995; Mercer, 
2014; Nikki, 2012; Nystrom 2003a; 2003b). The quality of communication during 
therapeutic relationships is considered paramount to safety and quality of care (Slade et 
al, 2011). As such, this research reinforces the role of therapeutic relationships in quality 
care. 
 
Episodic care with multiple care providers contributed to fragmented contact, shared care 
and poor communication. There was little evidence that staff identified themselves as 
primary care providers. These findings in the current study are consistent with other 
research that concludes that inadequate interactions between clinicians and patients occur 
where patients interact with up to 15 care providers during ED visits (Slade, et al., 2011). 
Not knowing patients, their needs or preferences may also be the result of high patient 
turnover (Ekdahl et al., 2010). Research also found nearly half of all inpatients surveyed 
did not know their care provider and this was attributed most commonly to lack of 
respect, empathy or professionalism (Jangland, Gunningberg & Carlsson, 2009). Hence, 
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the quality of interactions during fragmented care contributed in part to poor 
identification of need. 
 
Participants perceived little two-way communications during patient-clinician 
interactions, which may be attributed to the attitudes of ED staff when under pressure.   
Staff attitudes are considered a barrier to effective communication during technical or 
treatment orientated interactions (Cameron, et al., 2010b; Coughlan,et al., 2007; Frank, et 
al., 2009a; 2009b; Richardson, et al., 2007; Wellstood, et al., 2005). For example, ED 
staff may selectively choose when to interact (Frank, et al., 2009a).  Research also 
demonstrated that ED physicians did not use all of the communication skills that they 
identified as easy to use in ED (McCarthy e al., 2012). ED clinicians have also noted that 
their attitudes and communications skills are barriers to communication in busy EDs 
(Cameron, et al., 2010b; Frank, et al., 2009a; McCarthy, et al., 2012). Consistent with the 
current study, research shows that interpersonal skills are important in shaping patient 
perceptions of support or respect in ED (Francis-Liburd, 1994; McCarthy, et al., 2013) 
and the level of participation in ED, as patients want to be acknowledged, yet struggle to 
participate (Franke, et al., 2009b; 2011a). Poor communication strategies resulted in 
participants in the present study expressing discomfort and frustration at not being 
acknowledged. It is clear, therefore, that poor interaction can, and will, undermine 
therapeutic relationships. 
  
It is possible that participant’s inability to engage with staff may be influenced by the 
frequent interruptions that research indicates is commonly experience from other staff, 
acute incidents, receiving phone calls or results and from patients or their families. ED 
clinicians have experienced between five and 42 interruptions per hour, half by 
colleagues; 10% involve two concurrent conversations, most often during provision of 
information or medication preparation and most (87%) resulted in resumption of previous 
tasks (Berg, et al., 2013; Coiera, Jayasuriya, Hardy, Bannan & Thorpe, 2002; Fairbanks, 
Bisantz, & Sunm, 2007). In the current study interruptions contributed to lack of basic 
care and unnecessary procedures. These findings support research that shows clinicians 
see interruptions as necessary, but they can contribute to poor information exchange with 
patients and safety issues around medication management (Berg et al., 2013). Similar to 
findings in the current study, patients who experience difficulty establishing therapeutic 
relationships and effective communications have felt lost in the ED processes 
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(Richardson, et al., 2007). Therefore, the current study highlighted the importance of ED 
staff recognising the influence of the stressful work environment on provision of adequate 
opportunities for effective two-way communication of need by older patients. 
 
Other possible reasons for  inadequate provision of opportunities for discussion of  needs, 
may relate to an underestimation by staff as to how chronic conditions impact on older 
peoples’ abilities to manage or cope at home (Bentley & Meyer, 2004).Therefore, 
findings of poor interactions between patients and their care providers in the current study 
indicate a need for staff to improve strategies for patient involvement and transfer of 
sufficient information for care providers to understand patient needs.   
 
The current study findings are consistent with research that shows factors influencing 
good communication include patients’ knowing the identity of ED clinicians, being 
respected, participating in their care decision and the effective communication of 
information (Isaacs, et al., 2013; Mercer, Hernandez-Boussard, Mahadevan & Strehlow, 
2014).  In addition to good communication satisfaction with ED, care may also be 
influenced by good team work, trust and confidence (Carrasquillo 1999; Kipnis, Rhodes, 
Burchill & Datner, 2013; Sun, et al., 2000). In addition to these factors, eight core 
communication strategies were identified in Australian EDs. These include use of 
inclusive appropriate language, providing feedback, acknowledgement of patients’ 
perspectives and cultural sensitivity and safety. These factors are considered integral for 
building rapport and effective therapeutic relationships (Slade, et al., 2011). Positive 
interactions between participants and care providers in the current study appeared to 
result where clinicians provided sufficient contact time and ensured patient participation 
in decision-making. The effectiveness of interactions relies on the willingness of 
clinicians to engage in two-way communications (Ekman et al, 2007a; Frank, et al., 
2009a; Nikki, et al, 2012; Jones, et al., 2010). Therefore the current study highlights the 
importance of good communication that is essential for effective two-way communication 
in the busy shared care ED environment to understand patient needs. 
 
In this study, there was an expectation by participants of a professional standard of care, 
irrespective of ethnicity and of being included in discussion, which is consistent with 
others’ conclusions that older people expect good communication and being informed, 
but not necessarily to be involved in making decision (Ekdahl, et al., 2010).  Poor 
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professionalism may be due to poor understanding of what professionalism constitutes, or 
lack of awareness that patient interests should be prioritised above clinicians’ own 
stressful ED environment (Adams, et al., 1998). While most of the literature explored 
communication or participation issues from health professionals’ perspectives, little 
considered older ED patients or their passive role in effective therapeutic relationships. 
Yet the effectiveness of these relationships influenced the adequacy of information 
transfer.   
7.3.4 Having Information 
The previous section addressed how the system and its processes might partly explain 
ineffective therapeutic relationships. Staff attitudes and behaviour and passive patient 
responses were also implicated in the effectiveness of interactions, and hence in 
communication of information. Section 7.3.4 focuses on issues around being fully 
informed as a patient. 
 
A plethora of research focussed on the practical factors associated with being informed, 
such as communication or the skills needed or participation in decision making, 
(Cameron, et al, 2010b; Eldh, Ekman & Ehnfors, 2010; McCarthy, et al, 2012). The 
current study demonstrated the importance of understanding information for continuing 
care. Research explores health literacy related to more basic aspects of understanding 
health information or discharge instructions, or associations with knowledge or self-
efficacy. Little of this work has explored the importance of information in the older ED 
patient context. 
Health Literacy and Understanding 
Understanding chronic conditions, self- management needs and post discharge care was 
important to participants. Yet existing literature indicates that the risk of poorer health 
literacy (HL) is higher among older people, less educated and those with poorer health. 
Poor HL strongly predicts poor disease knowledge and health status  (Adams, et al., 2009; 
AIHW, 2012a; Cho, Lee, Arozullah & Crittenden 2008; Cutculli, 2007; Cypress, 2010; 
Gazmararian, William, Peel & Baker, 2003; Institute of Medicine, 2004). In Australia, 
59% of adults and 83% of those aged over 65 years had inadequate HL in 2006 (ABS 
2008c). Similar findings are reported internationally (ABS, 2008c; Institute of Medicine, 
2004). Poor HL costs Americans around $73 billion in recurrent health expenditure 
annually and costs are expected to climb with the increasing ageing population (Cypress, 
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2010). Therefore the participants in the current study would be considered as at higher 
risk of poor HL, due to their age and high disease burden. Having sufficient information 
was an important construct for participants in the current study to be informed, and is 
considered necessary by research for participation in decision making (Slade, et al., 
2011). Being uninformed, most likely contributed to inadequate understanding of health 
conditions, continuing health needs, poor participation in discharge planning, and may 
increase vulnerability to poorer self-care and influence health outcomes. Phase Two 
findings highlight the importance of having information to avoid poorer health outcomes. 
Being Informed During the Process of Care  
Having information, whether it was verbal or written, was important to participants to 
explain their investigations, test results, diagnosis and follow-up care. Importantly, being 
informed meant sufficient contact time with care providers to discuss symptomatology, 
basic needs or question information and receive detailed explanations. This resulted in 
understanding what to expect during procedures and treatment or management. Youssef 
et al. (2014) found 94% ( n=409) of  surveyed ED patients expected explanations about 
the risk benefits of X-rays and scans in ED. Being informed meant participants felt 
‘listened’ to, they ‘knew’ what to expect from staff, and understood their process of care 
and information delivered via written or verbal channels. Having sufficient information 
was important for understanding, which previous research considers fundamental to trust 
in medical care. Trust was found to predict satisfaction, compliance with treatments and 
preventative services, and the quality in continuing relationships (Thom, Hall & Pawlson, 
2004). Where therapeutic relationships facilitated sufficient time during provision of 
information in the current study, participants were provided with opportunities to discuss, 
question and clarify their concerns, which others found increased participation in care 
decision (Ekdahl, et al., 2010; McLeod, 2006a; Slade, et al., 2011). In the present study, 
where interactions with staff did not foster an inclusive relationship, participants became 
uncomfortable and disengaged from conversation.  
Reasons for Inadequate Communication of Information  
The Phase Two analysis suggested that clinicians did not assess patient information 
needs. This may be related to ED clinicians’ focus on priorities and relegation of 
exploring patient concerns or priorities (McCarthy, et al., 2012; 2013; Pytel, et al., 2009). 
Ineffective communication of information may also result from lack of privacy or 
opportunity for one on one discussion with patients (Coffee, 2006; Thorne, Oliffe & 
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Stajduhar, 2013). Opportunities to transfer information may thus depend on the particular 
clinician or the ED environment on the day.  
 
Understanding Medical Terminology 
In the current study, participants struggled with medical terminology. Previous research 
shows that the effectiveness of information transfer depends on both how medial 
information is delivered and how clinicians build rapport (Slade, et al., 2011). Cultural 
differences that challenged clinical perceptions and communication between clinicians 
and participants relate to differences in meanings ascribed to their conditions and result in 
poor participation in decision and inequitable access to health care (Andrulis, 2003; 
Dickson, et al., 2013; Ekdahl, et al., 2010). The current study highlighted a need for 
clinicians to consider cultural and language differences to maintain engagement with 
patients and effectively communicate information.  
  
Previous research offers simple solutions to increase nurse caring through use of focussed 
assessment tools to include factors otherwise not assessed during acute care episodes in 
ED (Bowler 2006; McCusker, et al., 1998; 2000; 2003). Some suggest reducing the 
number of care providers interacting with patients, using strategies that reduce the power 
differential and bridging the language differences to increase older people’s participation 
in decision making (Ekdahl et al, 2010). Recommendations for better staff training to be 
part of the solution and increase HL and understanding of information, required 
development of questioning skills, use of diagrams and avoidance of medical jargon 
(Institute of Medicine 2004). However, there was little evidence in Phase Two findings 
that staff evaluated understanding of information, irrespective of cultural differences or 
staff roles, highlighting a need for staff to use strategies that evaluate the effectiveness of 
understanding information.  
Poor Transfer of Information on Discharge 
There was little provision of information to participants; yet simple risk screening 
strategies could initiate discussion that could provide sufficient information for care 
providers to make individualised plans. Effective discharge planning is related to 
comprehensive discharge assessment (Bolch et al 2005; Coffey, 2006; Scott, 2010; 
Shepperd, et al 2013). Lack of written information to refer to on discharge resulted in 
difficulties for medication use also in delays while contacting GPs for clarification of 
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issues. Previous research has shown that where memory fails, older people can rely on 
written information rather than verbal, yet less than half have received discharge plans 
(Bolch et al., 2005; Coffee 2006). Discharge planning includes assessment, identification 
of needs, involvement of patients, families and the multidisciplinary team to 
communicate, negotiate and document appropriate plans based on patient preferences and 
needs (Shepperd, et al., 2010b). For the elderly particularly, discharge planning is 
considered to include comprehensive geriatric assessment and co-ordination of discharge 
with follow-up in the community (Parker, et al., 2004 a).  Previous research shows only 
20% received information that was useful for self-management, on discharge from ED 
(Muntlin, et al., 2006). Unfortunately in the current study, few participants’ process of 
care included these discharge planning strategies. 
  
Participants in the current study received varied discharge information. There is evidence 
that a lack of structured processes for discharge from ED is a barrier to effective 
discharge. A study found that while 91% of people discharged from ED received 
information, it was considered superficial and varied in quality (Vashi & Rhodes, 2011). 
Other reasons may relate to staff under-estimating the ability of older people to cope, 
which influenced clinical decisions to assess functional ability (Bentley & Meyer, 2004). 
Poor discharge planning has resulted in inadequate documentation of discharge 
requirements (Richardson, et al. 2007), few opportunities for questions, little effort to 
engage with patients or evaluate ED patients’ understanding of discharge instructions.  
 
Similar to participants in the current study who received sufficient verbal and written 
information for understanding self-management of  medications or treatments, research 
shows effective discharge is considered to include a summary of their reason for 
hospitalisation, medication, letters to primary care providers or outpatient departments, 
with follow-up plans, community service referrals, communication and patient education 
(Soong, et al., 2013). Additionally, participants expressed a need for documentation, 
education and understanding, which are considered necessary to improve HL, and the 
ability to enact on instructions (Institute of Medicine, 2004). The current study also 
highlighted the importance of adequate discharge information for GPs or specialists, 
impacting on continuity of care for those without it, experienced difficulty in 
understanding their health condition, medications and self-management. 
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Consequences of Being Uninformed 
Individualised plans with written information and summaries for patients, family, GPs 
and specialists were perceived necessary in this research for optimising continuity of care. 
These findings support research that shows information and education are important 
during discharge and post discharge in the effectiveness of self- management 
interventions (Fisher, et al 2006). The difficulty making follow-up appointments and 
delays to specialist or continuing care experienced in the current study because of 
inadequate verbal or written information also contributed to  delayed care in mental 
health patients in the community context (Jeon, et al., 2007; McLeod, 2006a). Ineffective 
discharge is also associated with adverse outcomes such as ED re-presentation (Bentley & 
Meyer, 2004). Others have found delays while accessing GPs may be associated with the 
urgency of presenting complaints on arrival to EDs (Lowthian, et al., 2013). In the current 
study, it is likely that having inadequate provision of discharge information for 
understanding diagnoses, symptomatology, or treatments plans resulted in the inability to 
self-administer medication, delays in ongoing treatments and worsening symptomatology. 
These findings raise important issues for further debate, research, policy, and clinical 
practice, as previous research has shown discussions between patients and clinicians have 
contributed to improved self- efficacy, increased communicative HL and perceptions of 
participation (Ishakawa & Yano, 2011). 
 
7.4. Summary of Study: Final Synthesis  
Older people who are increasingly utilising ED for chronic care needs are becoming an 
integral component of ED clinicians’ care. The ageing population poses significant 
challenges for the health system, which has undergone significant reform in the past two 
decades to shift the focus from acute to chronic disease management. Despite health 
service initiatives designed to meet the continuing care needs of older people, emergency 
department (ED) use has continued to increase. The trend has added to existing ED 
crowding issues, raising concerns over how best to maintain quality care. Discharge 
planning and interventions to reduce health service demands or ED use or flow through, 
have been studied extensively, but Interface Health Services (IHS) in ED has continued to 
evolve in the last decade, despite the unclear benefits demonstrated in previous research. 
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Section 7.4 summarises, interprets and integrates key findings from both phases of the 
research for a final synthesis.  
 
The overall aim of the current research was to generate new evidence-based information 
to inform those who plan, organise and manage health services about development of 
appropriate ED service models for older people presenting with acute episodes of chronic 
conditions. To achieve the aim, the study adopted a comprehensive and integrated 
approach, using mixed methods to explore the complexity of IHS, ED and older health 
care consumer contexts from different perspectives. The study therefore was conducted in 
two phases. 
 
Phase One was a cross sectional study that provided a description of the socio-
demographic, clinical profile of the older sub-acute population that presented to EDs in 
SEQ public hospitals during the sampling time frame April-May 2011 and their pattern of 
ED and IHS use. Additionally, the relationships among socio-demographic, clinical 
profile, pattern of ED and IHS use factors on outcomes of re-presentation or re-admission 
were demonstrated. 
 
Phase Two qualitatively explored older sub-acute patients’ experiences with health 
service at the hospital-community interface when they sought acute care in EDs in SEQ 
public hospitals. In the context of scant recent research investigating this health service or 
its consumers, especially in the SEQ context, the research findings advance existing 
knowledge by increasing the understanding of issues that influence the older sub-acute 
population’s ED and IHS experiences, and continuity of care on discharge from EDs. 
 
Key findings show while few people re-presented for the same problem (16.7%), 17.7% 
(n=382) re-presented within one month. Older People mostly arrived by ambulance and  
75% were higher acuity (ATS 1, 2 &3) and presented most commonly with types of (i) 
CVD, (ii) GIT conditions, or (iii) falls, and multiple comorbidities (mean 4.1) and risk 
factors for chronic diseases. Significantly, although the sample had high disease burden 
and half were admitted, few accessed IHS.   
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A key finding is the proportion of cases triaged as urgent on arrival (ATS1,2&3) 
identified in the  Phase One sample (75%) who tended to be more urgent than all other 
ED presentations, which is different from  existing literature (AIHW, 2012b; Burt et al., 
2008; Hou et al 2011). The older population had multiple comorbidities. In other words, 
older people may have high disease burden, which as previous research has shown, is 
associated with ongoing symptomatology or disability. Therefore although existing 
literature has not clearly defined the older ‘sub-acute’ patient, the sample in this study 
would be the likely target population for sub-acute or post-acute services and care 
(Calton, et al., 1998; Eagar, et al., 1997; Goljar, et al 2012; Lee, et al., 2014; Pesce, 2010; 
Sekaran et al., 2001; Wilson, 1999). In the context of high disease burden and the term 
‘sub-acute’ referring to less urgent, this raises concerns for adequacy of assessment of 
need for sub-acute services on discharge from ED. The findings therefore have 
implications for EDs in terms of workloads and the development of appropriate strategies 
to minimise risk of complications and hospitalisation.  
 
A key finding from Phase Two was that the delayed decision of when to attend ED may 
contribute to worsening health status or life threatening events. It is possible that delayed 
decisions to attend may in part explain the higher acuity of older ED presentations. It 
would therefore be important to minimise delayed access to medical attention. It is 
noteworthy that despite a body of research exploring reasons for delayed attendance, the 
focus has been mostly on those with heart disease, stroke or fear of western medicine in 
ethnic minorities. Limited research has shown that delayed decisions to attend ED 
contributes to adverse events (Considine et al., 2010) and presenting with urgent or severe 
symptoms (DeVon et al , 2010; Elbarouni et al 2008; Kahn,et al., 2012; Lefler & Bondy, 
2004; Ottensen, Kober, Jorgensen &  Torp-Pedersen, 1996; Rucke,r et al., 2001), 
indicating a need for further research to explore factors that may contribute to reducing 
delayed presentation in older ED  patients.  
 
Phase Two findings indicated that provision of insufficient information influenced patient 
and service provider ability to understand the condition, management or follow discharge 
instructions. Delayed access to continuing care and worsening health status resulted from 
being uninformed. These findings may in part explain higher acuity on presentation to 
ED.  ED clinicians could thus improve discharge processes to facilitate safe continuing 
care for older people. 
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 No research was identified that has explored the adequacy of discharge information for 
older ED patients on continuity of care or health status. Previous research efforts that 
explored aspects of health literacy (HL), shows that poor HL places older people at risk of 
poor disease knowledge and poorer health (Adams, et al., 2009; AIHW 2012a; Cho, et al., 
2008; Cutculli, 2007; Cypress, 2010; Gazmararian, et al., 2003; Institute of Medicine, 
2004). It is important therefore that ED clinicians improve discharge strategies that 
provide education and support to increase disease and self-management knowledge in 
older people, as research shows older people with chronicities and urgent conditions 
delay ED attendance (Considine, et al., 2010; Fealy, et al., 2012; Hastings et al ., 2010; 
Lowthian, et al., 2013). It is equally important that ED clinicians evaluate older peoples’ 
understanding to improve HL, because the current findings support research that shows 
poor understanding of discharge instructions among adults has contributed to delayed 
continuity of care and worsening symptomatology (Zavala et al., 2011). In the context of 
insufficient GP access (ABS, 2011g; Nagree, et al., 2013), increasing trends in older ED 
presentations which increase with age (Bjørnsen, et al., 2013; FitzGerald, et al., 2013; 
Garcia, et al., 2010; LaCalle & Rabin, 2010; Tang, et al., 2010 ) and higher ED and health 
service use in those with chronic conditions (Hasting, et al., 2010), the finding has 
implications for policy, clinical practice and further research.  
 
A second key Phase One finding was that few were referred to IHS (10.5%) or risk 
screened (10.8%), despite the high disease burden (mean 4.1 comorbidities), high acuity 
(ATS1,2&3=75%) and high proportion of the sample that was admitted (54%). 
Furthermore, existing literature indicates that IHS targets ED frequenters, frail elderly or 
those with falls, yet 16.7% of eligible cases were re-presentations for the same problems, 
suggesting not all ED frequenters were assessed for complex care needs. Additionally, the 
small proportion of the sample in this present study referred to IHS or referred to 
community services (6.6%) while in ED does not indicate actual need. It is therefore 
possible that inadequate risk screening in ED could contribute to higher acuity of older 
ED presentations, through poor identification of need for support to reduce re-
hospitalisation. 
 
In the context of increasing trends of older ED presentation, it would be important to 
minimise the risk of re-hospitalisation in older sub-acute patients through appropriate risk 
identification and support strategies. Simple solutions to enhance organisation, 
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management and reach of IHS include development of uniform guidelines protocols and 
documentation (Segal, et al., 2004b), adequate training to correctly use risk screening 
tools (Deschodt, et al., 2012) and provision of trained clinicians. In the context of scant 
research exploring IHS since CCT 2, the finding of poor referrals to IHS has implications 
for policy and further research.  
 
A key concept in Phase Two was that passive patient responses, whether by choice or 
coercion, contributed to poor communication of needs. It is therefore possible that a 
passive position may contribute to poor referral to IHS. It is therefore important for ED 
clinicians to more effectively support patient inclusion in care decisions and harness the 
valuable knowledge patients could contribute to management plans. 
 
Research that explored patients’ perceptions in ED is mostly cross sectional surveys and 
does not include the patient’s voice, limiting understanding of the issues that influence 
communication of need. Research exploring locus of control highlighted the power 
differentials in ED which stress older patients or their families when needs remain unmet 
(Frank, et al., 2009a; 2009b; Nystrom, et al., 2003a; 2003b ; Richardson, et al., 2007; 
Wellstood, et al., 2005). No research was identified in the older ED patient context. There 
is therefore a need for further research to develop effective strategies to improve 
therapeutic relationships in ED.    
 
 A further key finding in Phase Two was the influence of interactions with care providers 
on patient involvement in care decisions. The suggestion in the current study that 
inadequate patient-clinician interactions contributed to poor patient involvement in care 
and care decisions, supports  research that shows poor communication between ED 
clinicians and patients in the busy ED is common and contributes to unmet basic needs 
(Coughlan, et al., 2007; McCarthy, et al., 2012; 2013; Muntlin, et al., 2008; Nikki, et al., 
2012; Nyden, et al., 2003; Nystrom, et al., 2003a; 2003b; Richardson et al., 2007). 
Findings thus highlight the importance of improving ED clinicians’ communication. 
Research shows staff behaviour and attitudes during interactions influences the quality of 
communication with ED patients and families (Cameron, et al., 2010b; Frank, 2009a; 
2009b; Mercer, et al., 2008;  Nystrom, et al., 2003a; 2003b ;  Pytel, et al., 2009; 
Wellstood, et al., 2005) and identifies the need for improved communication of 
information in ED (Francis-Liburd, 1994; Slade, et al., 2011). No research was found that 
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explored the relationship between the quality of interactions or communication and 
referral to IHS, indicating a need for further research. 
 
A major finding in Phase One that IHS factors (being referred to IHS, seen by IHS 
clinicians, risk screened or uptake of community services) were not predictors of  re-
presentation or re-admission, is consistent with the overall findings with CCT evaluation 
in the mid-1990s (DOHA,2007d). Research is yet to conclusively determine the benefits 
of risk screening and referral services in terms of reduced health service use. Research 
shows that risk screening and referral programs successfully identify  risks for 
hospitalisation, diagnoses missed by ED staff, improved referrals and access to 
community service providers and improve physical and mental function, quality of life, 
nutrition, depression and carer distress (Ballabio, et al., 2008; Caplan, et al., 2004; 
McCusker, et al., 2001; 2003a; Ngian, et al., 2008). In the context of increasing ED 
demands by the ageing population, there is a need to understand how to improve the 
effectiveness of strategies that minimise risk of hospitalisation for older ED patients. 
 
Additionally, it is also possible that the ED environment, whether it is service provider or 
organisational factors, may influence ED staff’s ability to perform risk assessment and 
identify the need for referral to IHS. A systematic review exploring integration of IHS 
internationally (MacAdam, 2008) supports previous research evaluating CCT that 
identified system or organisational level barriers to the effectiveness of CCT and IHSs. 
These barriers included poor integration of IHS into systems, diverse models of care, 
inadequate resources, no uniform processes or guidelines (DOHA, 2007d; Estermann, et 
al, 2002; MacAdam, 2008; Victorian Government, 2003). Current findings highlight 
ongoing  poor IHS reach and diverse models of care that indicate a need for further 
research to explore strategies that improve age appropriate care of older people in EDs.  
The following section discusses the strengths and limitations of the study.   
7.5 Strengths and Limitations  
The research provides three distinct contributions to existing knowledge related to IHS 
and its clientele. First, since CCT evaluations in the mid-nineties, there has been little 
research exploring IHS and this has mainly focussed on health service outcomes for 
subgroups of the sub-acute population such as falls, certain chronic conditions or the role 
of IHS clinicians. The current study is the first study to the researcher’s knowledge, that 
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comprehensively explored current IHS and its clientele in an ED context using mixed 
methods.  
 
Second, the first phase focussed on older ED presentations with chronic conditions and 
not all ED presentations, in a variety of settings. Multiple settings facilitated access to a 
large sample in different socio-environmental contexts to explore the characteristics and 
pattern of ED and IHS use to profile people who present to EDs and may be eligible for 
IHS. Sampling an older population differs from most cross sectional research exploring 
all ED presentations, which mostly focussed on measures of ED use and hospitalisation. 
Phase One findings provide important insight into the characteristics of IHS clientele, 
IHS reach and factors that influence re-presentation and re-admission for older ED 
patients. 
 
Thirdly, the Phase Two study added valuable information about the older person’s ED 
experiences, which highlighted issues of concern. Most previous research has explored 
patient perspectives through the lens of satisfaction surveys and no research was 
identified that explored IHS clienteles’ perspectives about their ED care. Overall, the 
study illuminated issues for older ED patients from different perspectives and increased 
the overall understanding of the issues and priorities for health service in ED related to 
the older sub-acute population, access to IHS in EDs and continuity of care. While 
findings may only reflect the perspectives of the sample interviewed, Phase Two findings 
raise important locus of control and communication issues that influence communication 
of need and continuity of care. The findings also raise important issues for further 
investigation. 
 
Although the current study has strengths, like all research there are some limitations.  
Because the study did not follow-up any Phase One or Two samples, outcomes cannot be 
assumed. Due to the chronic nature of comorbidities and short time frame of the study, re-
presentations and readmission may be underestimates of rehospitalisation. Differences in 
findings between the current study and the literature may relate to the different target 
populations and the sampling time frame. Other limitations lie in the cross-sectional 
design which can be affected by recording biases, and differences in reporting across data 
sources.  
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The study drew data from a cross-section of public hospitals in SEQ, which limited 
numbers and types of hospitals analysed. The sample did not include mental health 
outpatient or private facilities. Therefore, the proportion of older people utilising services 
is likely to be an underestimation. The study also found process differences between 
settings in reporting and accessing of EDIS and IHS data. Previous research shows data 
extracted from large data bases are subject to reporting or recording biases and changes to 
reporting practices or the number of hospitals data is collated from, which changes from 
year-to-year and may influence the results (Toloo, et al., 2011b). While cross-sectional 
data can be convenient and generalisable, issues of bias can challenge consistency and 
reliability of data and can reduce the ability to assert causal relationships (Webb, et al., 
2005). This led to two issues that were addressed during data collection. 
 
First, it is also possible that not all patients referred to or seen by IHS were documented, 
leading to an underestimate of the number of ED patients accessing IHS.  The researcher 
minimised bias and errors in abstracted data by collecting data from both EDIS and CHIP 
managers. These data were merged and compared. Where differences were identified, 
considerable time was spent with both EDIS and CHIP managers to check data from both 
sources, which identified errors, omissions and duplications and enabled data to be 
corrected.  
 
Second, data were missing on the variable ‘history’ for approximately a third of cases in 
one hospital. Considerable time was spent in EDIS to gather documented patient 
comorbidities and most missing data were manually retrieved. Discussion with statistic 
experts indicated that while the proportion with documented comorbidities or risk factors 
will be an underestimate, these were not outcome variables and notwithstanding, the 
sample was sufficiently large enough for the recording bias to not significantly impact on 
results. Missing data analysis using SPSS demonstrated approximately 2% as missing 
overall and no significant differences in means between listwise or pairwise analysis. 
Potential causes for recording bias precluding acquisition or documentation of 
information from patients, may be attributed to the busy ED or patient acuity. These 
issues were explored. Missing variable analysis included exploring relationships among 
history categories and hospital setting, ATS and presenting complaint types, which 
revealed no identifiable systematic recording error, suggesting these issues did not 
influence analysis. 
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Data sources were not linked across settings during the sampling time frame of the study. 
Therefore, due to different unit record numbering, it is possible that that not all 
duplications or re-presentations were identified. The actual re-presentations or re-
admissions and use of IHS may be underestimates of the magnitude of health service use, 
because people presenting to more than one setting might have been missed. Linking of 
hospital records has continued to evolve during the current study. These factors were 
factored into analysis and interpretation of findings regression was undertaken in the 
study to assess the strength of relationships and identify predictors of re-presentation and 
re-admission specifically in older sub-acute ED patients. These predictors were important 
in the current study in the identification of likely eligible cases for IHS, which is designed 
to reduce both outcomes rather than to assess causation. Therefore, findings in the study 
of a small proportion of re-admissions in the sample suggest a need for further research 
with a larger sample over twelve months. 
 
Furthermore, the two month sampling time frame only provided a snapshot of data which 
might be subject to seasonal changes or contributed to missing an index visit or a 
subsequent visit outside the sampling time frame. Due to the progressive nature of 
chronic diseases, a longer sampling time frame may capture more re-presentations in 
those with a chronic disease, because a two year window was identified for high ED use 
in older patients as chronic diseases progress (LaCalle & Rabin, 2010). However, the 
research cited, which guided the study, indicated that re-presentation or rehospitalisation 
for the same problem was identifiable within one to two months of an index visit (Basic 
& Conforti, 2005; Guttman, et al., 2004; Hegney, et al 2006; Kind, et al., 2007). Re-
presentations identified in the current study were not significantly different from those 
described in the literature cited, which suggests the impact of the two months sampling 
frame would be minimal.  
 
Lastly, despite recruiting 21 participants in Phase Two, the sample was small (n =10).  
Participants were recruited and interviewed from differing settings to achieve maximum 
variation in sampling and although findings were not generalisable, they provide a rich 
source of data that highlights issues that cross sectional data cannot (Quinn- Patton, 
2002). As the co-constructed issues reflected discrete aspects of existing literature, this 
suggests they need further investigation. The strength in this design was exploring a 
research problem from different perspectives to illuminate issues that one form of data 
Deborah Haydon Doctoral Thesis QUT | CHAPTER 7: Discussion and Conclusions 221 
 
could not reveal independently. The following sections discuss some of the implications 
for policy, practice and further research, and draws conclusions on the study. 
 
7.6 Implications for Policy and Practice  
The primary aim of the research was to generate new evidence-based information that 
will inform health service planners about development of appropriate service models in 
EDs. Findings from the study have major implications for guiding policy that defines 
clientele and informs initiatives that focus on interventions to improve assessment of 
older ED patients. Phase One highlighted the prevalence of people with comorbidities 
presenting to ED and the urgency of their condition on arrival. Eighty-four percent 
presented with chronicities, 75% were urgent (ATS 1,2&3 ) and had multiple 
comorbidities (mean 4.1) which indicates high disease burden. Findings suggest a high 
proportion of older ED patients may need assessment of their need for accessing sub-
acute services through IHS because older people with chronicities are at higher risk of 
hospitalisation and health service use. The concern is for different uses of the term ‘sub-
acute’.  Literature suggests ‘sub-acute’ services provide ‘sub-acute’ care to those 
discharged with ongoing symptomatology or dysfunction. In the ED context ‘sub-acute’ 
relates to fast track non-acute areas. No uniform selection criteria for identification of 
eligible referrals to IHS clinicians were evident across policy documents or annual IHS 
reports. The high acuity and disease burden in older people suggests ED and IHS 
clinicians would particularly benefit from development of guidelines to clearly define the 
‘sub-acute’ population or target population for IHS referral, and to support clinical 
practice in improving appropriate assessment of older ED patients. 
 
Overall, the findings highlighted the importance of the identification of risk of 
hospitalisation in clinical decision. Clinicians would particularly benefit from being well 
informed about patient needs to plan appropriate individualised care. Most participants 
felt powerless to communicate needs or influence care providers’ decisions. The 
increasing trend in older people projected to use health services, indicates a clear need for 
clinicians to understand the needs of older people in order to safely and efficiently meet 
those needs. Clinicians would therefore benefit from training to increase communication 
skills needed to build therapeutic relationships.   
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A key finding was that being uninformed, resulted in delays to ongoing care, and to 
worsening health status which may increase acuity on arrival to ED and re-admission. 
This finding suggests a need to assess the level of understanding of health information, as 
older ED patients with poorer health are at higher risk of poorer health literacy and poorer 
HL is associated with poorer self-efficacy. In the context of an acute focused ED and 
where multiple ED clinicians have shared care responsibilities, this may highlight a need 
for a guiding policy or organisational guidelines with clear roles and responsibilities for 
the primary care provider related to facilitating a more comprehensive approach to safe 
discharge from ED. A simple solution may be the development of a discharge protocol 
that considers understanding of health information and people’s ability to follow 
discharge instruction or self–management.  
 
Findings also suggested poor identification of need may in part contribute to poor referral 
to IHS and unmet needs. Phase One highlighted that few older people accessed IHS in 
ED. Only 10.5% were referred to IHS and 10.8% were risk screened. There was a high 
prevalence of comorbid diseases among the national priority areas and 16.7% re-
presented for the same problem. Therefore, not all those with chronic care needs may 
have been risk screened. Phase Two findings indicated that poor communication or 
identification of need resulted in unmet needs. Although the system barriers in the busy 
ED context may inhibit ED clinicians from conducting lengthy comprehensive geriatric 
assessments, older people with a high disease burden who are at risk of re-presentations 
and re-admission may benefit from simple risk screening on discharge from ED, to their 
own  home  or to the wards.  An increase in accountability for assessment of older people 
may be achieved through guidelines and protocols that focus on identification of a few 
global markers indicative of risk of hospitalisation (such as age, dysfunction, living alone, 
as identified in the literature). From the current study, chronicities, higher acuity, the 
number of chronic conditions and presentations may also be useful markers for prediction 
of re-presentation or re-admission. This includes development and use of uniform 
documentation to routinise risk assessment, which may improve reporting and recording 
to flag the need for referral to those with geriatric training and expertise. Tools such as 
the ISAR are readily available and demonstrated as reliable (McCusker, et al 1998).  
Additionally the study suggests a need for clearer guidelines, where they are not 
available, to link ED and multidisciplinary teams to facilitate appropriate risk screening 
and access to sub-acute services in the community.  
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7.7 Implications for Further Research 
The research raised a number of noteworthy issues that have implications for further 
research. In Phase One, a key finding was that the older ‘sub-acute’ population had high 
disease burden, arrived in an urgent condition (75% were ATS1, 2 & 3) and presented 
with chronic diseases among national health priority areas. Findings therefore supported 
literature that showed older people tended to be more urgent than all other ED 
presentations. Although the current study provided a profile of older sub-acute patients, 
no research was identified that explored the influence of the use of the term ‘sub-acute’ 
on clinical decision making in ED. There is therefore a need for research to explore the 
sub-acute dilemma. Older ED presentations are increasing with the ageing population, 
and significant research focussed on ED use, ED frequenters and interventions aimed at 
hospital avoidance or ED flow, mostly in all ED presentations. Findings therefore indicate 
a need to explore use of the term ‘sub-acute’ and the impact on outcomes in older ‘sub-
acute’ ED patients considering factors such as the influence on clinical decision making 
during triage, placement, assessment and interventions. 
 
The current research highlighted the importance of delayed decisions to attend ED on 
severity of symptoms. Although a number of factors delayed the decision to attend, 
existing research has focussed mostly on delayed attendance related to lysis in acute 
coronary syndromes or stroke. Therefore there is a need to explore delayed presentations 
in all older people, considering a broad range of factors influencing urgency of 
complaints such as provision and understanding of discharge instructions, knowledge of 
disease, symptoms or management, past experiences and fears and reasons for consulting 
others. HL has been shown to influence knowledge and health status, but less is known 
about the provision of adequate information for understanding in older people who are at 
risk of poorer HL in the ED context. Research has only focussed on discrete aspects of 
this area. Therefore, further studies are recommended to fully understand the factors that 
influence adequacy and understanding of information provided to older ED patients and 
how this influences their decision making and health status. Moreover, research should be 
conducted with a larger sample to identify the factors that influence older ED patients 
delayed decisions to attend ED to inform strategies to improve self-management and 
reduce delays to continuing care. Research that links interventions with outcomes may 
provide more insight into how best to support older ED patients’ self-care decisions. 
Deborah Haydon Doctoral Thesis QUT | CHAPTER 7: Discussion and Conclusions 224 
 
Another key finding that only 10.8% of older sub-acute patients were risk screened in ED, 
suggested that a high proportion of discharged older ED patients may have unidentified 
needs. Existing literature shows that older ED patients have undiagnosed chronic care 
needs on discharge from ED and thus there is a need for research to focus on strategies 
that enhance assessment of older ED patients. Findings also emphasised the passive 
positioning of ED patients and how they constructed communication of need. While a 
number of factors contributed to passivity, there was limited research exploring locus of 
control in the ED context. Feeling powerless to influence care decisions has been found to 
contribute to marginalisation, unmet needs and significant stress, and points to a need for 
research to explore the influence of locus of control on identification of need for risk 
assessment.  
 
The way interactions with care providers shaped care decisions, was significant, and 
suggests that further research exploring how ED patient and staff interactions influence 
identification of need for risk assessment would be of value. Research explores staff 
attitudes and behaviours and quality of communication, but little is in the ED context. 
Therefore, more research is needed to find practical solutions to communication of 
information and identification of need in older ED patients. Moreover, it would be 
beneficial to explore strategies that enhance patient-care provider relationships and 
communication considering a broad range of factors such as, perceptions of safety, the 
power differential, professionalism, communication skills and terminology in the busy 
ED context.  
 
Last, one of the objectives in the present study was to generate a framework for 
evaluating IHS. Although a major finding was that referral to, being seen by, or being risk 
screened by IHS clinicians failed to influence re-presentation or re-admission, and 
suggested insufficient evidence to support further development of IHS, findings highlight 
a need for change. Government evaluations of CCT did not demonstrate the desired cost 
effective outcomes, and research showed inconclusive evidence in terms of patient or 
health service outcomes. CCT’s poor performance was attributed to diversity in models, 
inadequate integration and resources which influenced availability or accessibility of 
CCT. However the implementation processes also prompted significant ongoing health 
service reform, impacting models of care for older Australians that gained international 
attention. It would be important to assess older ED patients who are at risk of high disease 
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burden, complications and avoidable hospitalisation, to plan age appropriate strategies 
that meet their needs, because the proportion of older people is projected to double over 
the next two decades and increase ED demands. 
 
Research established the reliability of risk screening in identifying and documenting risk 
and referral to community services and the benefits of risk screening by geriatric trained 
staff in identifying missed diagnoses by ED clinicians. Risk screening on its own has not 
improved outcomes. The study findings however show a higher prevalence of re-
presentations to ED in those not risk screened. Therefore, there is a need for further 
research to improve understanding of the factors that influence strategies targeting 
assessment and management of older ED patients. It is recommended that research efforts 
explore strategies that support older ED patients on discharge to avoid complications that 
place them at increased risk of re-presentation and avoidable admissions. Moreover, the 
outcomes of research could inform future large randomised controlled trials to contribute 
to the evidence based development of appropriate service models in ED for the older 
population. 
 
Findings from the current research have identified organisational, service provider and 
patient level issues that influenced assessment and care of older ED patients. As such, the 
findings that had implications for further research were diverse. Future research would 
need to focus on a process of change in line with health system reform policies, as 
discussed in Chapters One and Two. Future research would necessarily have implications 
at organisational, service provider and client levels. It is therefore recommended that 
research consider all stakeholder perspectives in the development of appropriate 
intervention and strategies in ED that meet the chronic care needs of older ED patients.  
 
7.8 Reflections  
 As an ED clinician, the researcher was privileged to have the opportunity to gain 
valuable insight into older patients’ ED experiences and the multifactorial nature of 
factors that influenced their pattern of health service use. The competing priorities that 
left less urgent patients to wait and resulted in shared care in the ED was an expected 
finding because these issues are a frustrating daily norm the researcher experiences. 
Despite significant effort to reorganise health services to accommodate the increasing 
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chronic care demands of older ED patients, and the theoretical benefits of risk screening 
and referral services, the findings that IHS did not influence health service use was 
disappointing. The researcher believed IHS was a valuable contribution to the 
multidisciplinary care offered to older people in EDs. During data collection in both 
phases of the study, the researcher shadowed IHS clinicians who were caring, hard-
working and constantly fighting for resources to meet people’s needs. 
 
The findings suggested that lessons learned from CCT may not have been fully realised 
because previous research recommended a need for more uniform integrated services 
(Esterman, 2002, Segal 2004a; 2004b). A potential barrier to integration of IHS may be 
the inflexible health system or the ability of the system to respond to changing health 
consumers’ needs, as discussed in Chapter Two. The use of ED by older people and the 
increasing cost of potentially avoidable hospitalisations have policy makers and 
researchers seeking practical, cost effective ways to support continuity of care for older 
people. From an experiential perspective, an immense hurdle may lie in the two extremes 
that exist between emergency and geriatric care. While both specialities require intensive 
training, the ultimate purpose of ED as an acute emergency service is perpetuated by 
medical and nursing training necessary to optimise knowledge and skills in emergency 
care (ACEM 2014b; Board of Certification for Emergency Nursing, 2014; Queensland 
University of Technology, 2014). The ED with its acute focus is at odds with older ED 
presentations that require a more multidisciplinary approach to link them with services 
likely to meet their functional, cognitive and psychosocial needs.  
 
Although the study found that accessing IHS in ED was not associated with re-
presentation or re-admission, previous research shows no clear consensus about the 
effectiveness of IHS in terms of hospitalisation, but benefits in terms of identification of 
risks of hospitalisation. As the older population will continue to use ED, cost effective 
strategies needed to meet older sub-acute patients’ needs remain a priority. Geriatric 
emergency care models used in ED have improved staff education and decision making 
(Siebens, 2005). Others considered Geriatric EDs (GEDs) as more appropriate for 
managing complex needs of older people, where access to specialist geriatric assessment 
and management has shown a decrease in mortality rates and may reduce health service 
use (Hwang & Morrison, 2007; Salvi, et al., 2008). Significant redesign of current EDs or 
dedicated funding would be needed to plan and develop GED. Existing literature has 
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discussed issues such as ED redesign, interdisciplinary collaboration in ED, or further 
development and integration of IHS. As was the case for CCT, there is a need to consider 
how best to manage the challenges of multidisciplinary care required by older ED patients 
within existing resources and fiscal constraints. A more practical solution may lie in use 
of simple risk screening tools to identify the need for referral, for more comprehensive 
geriatric evaluation (Hwang et al 2013; McCusker 2000; 2001; 2003), but risk screening 
and comprehensive assessment of complex needs is time consuming and therefore 
impractical for ED clinicians. Although findings from the present study do not support 
further development of IHS in its current form, there is a need for further research in this 
area. 
  
Recruitment of participants for Phase Two was difficult within the time constraints of the 
doctoral study. The researcher shadowed IHS clinicians in each setting for six weeks 
during Phase Two to gain access to potentially eligible ED patients. Reflecting on the 
process indicated that IHS clinicians were only able to identify and assess a limited 
number of patients during the day because comprehensive assessments and sourcing 
appropriate services is time consuming. Assessing the suitability for risk assessment was 
sometimes no more than a cursory look while passing by: “ He looks to be strong and 
well to need help. I’ll see the old one over there. That one might be good for you”. While 
IHS and clinicians made a valuable contribution,  many elderly left the ED with 
unassessed health care needs, as identified in Phase One. 
 
Few patients were referred to IHS by ED clinicians, across all settings, because they were 
far too busy at times to even consider whether their patients were suitable to be referred to 
the study. “Sorry I’ve been in resus for hours and there’s no one being discharged at 
present’ or ‘I’ll get back to you”.  At other times, ED clinicians offered access to patients 
between investigations or treatments, only to find they deteriorated before consent was 
gained. Some patients became too confused or sick after consent was gained and 
interviews were not possible. Reliance on ED and IHS clinicians for recruitment in Phase 
Two may have reduced access to more diverse, potentially eligible patients. However, the 
nature of the ED is such that older patients mostly present in urgent condition as the study 
shows, and the care of sick people is the priority in ED. These difficulties may reflect the 
reality of recruitment in an ED environment. Additionally, the issues participants raised 
may also reflect those of more complex patients, targeted by IHS clinicians, where those 
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‘too well’ to be assessed may have discussed quite different issues, which indicates a 
need for further research. 
 
7.9 Conclusions 
The overall purpose of this research was to generate new evidence-based information to 
inform health service planners to develop appropriate service models in EDs for older 
people presenting with acute episodes of chronic conditions. The study was conducted in 
two phases to achieve the goals of the research. 
 
Phase One provided a socio-demographic and clinical profile of the older ‘sub-acute’ 
population that presented to ED for acute care during April-May 2011 and their pattern of 
health service use. Findings demonstrated that despite most cases presenting to ED in an 
urgent condition with multiple comorbidities, few were risk screened. Findings suggest 
inadequate assessment of older people’s chronic care needs continues to be a problem in 
EDs. The term ‘sub-acute’ may be inappropriate for older ED patients who had high 
disease burden. The high acuity of most older sub-acute patients raises concerns for use 
of the term ‘sub-acute’ in the ED context that  typically applies to all ED patients 
allocated to an area of lower acuity.  As chronic diseases were strong risks for re-
presentations and re-admission, findings provide clear direction for developing uniform 
criteria in guiding policy to support ED clinicians with selection of eligible patients for 
assessment of chronic care needs and risk of re-hospitalisation.  
 
Phase Two focussed on understanding older peoples’ ED experiences. Experiential 
findings highlighted the multifactorial nature of issues that influenced assessment of need 
in older ED patients and the importance of adequate needs assessment to identify in 
addition to basic care needs, discharge needs and the risk of hospitalisation. Findings 
suggest improved therapeutic relationships and two-way communications may increase 
understanding of older patients’ needs and issues for clinical decision making and care 
planning. Findings highlight the importance of addressing the power differential in ED 
that contributes to passive patient responses and inadequate interactions between 
clinicians and patients. Urgent strategies are needed to improve communication, to 
provide adequate information and facilitate safe, effective discharge from ED, and to 
reduce delayed ED attendance and worsening symptomatology which impacts on 
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outcomes. Therefore, there is a need to develop roles and responsibilities which increase 
accountability for assessment of chronic care needs in older ED patients and the adequacy 
in two way communication of information and understanding of discharge instructions.  
 
In conclusion, although findings did not provide evidence to support further development 
of IHS in EDs, findings highlight a need for change and the importance of further 
research that provides evidence-based aged appropriate strategies that address 
identification and management of older peoples’ complex needs in the acute ED 
environment. As Chapter Two demonstrated limited research to inform ongoing 
development of IHS, this thesis advanced current knowledge by providing a profile of the 
older ‘sub-acute’ population and increased understanding of the issues that influence care 
of older ED patients. Simple solutions may include guiding policy to routinise risk 
assessment in EDs with mandatory assessment tools to increase accountability of ED 
clinicians in the identification of older patients’ needs. Future translational research is 
recommended in EDs, which links policy with interventions, to improve identification of 
need and patient outcomes. The outcomes could inform future large, randomised 
controlled trials to contribute to the evidence-based development of appropriate service 
models in ED for the older population and reduce the incidence of preventable 
hospitalisations. 
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Appendices 
Appendix 1: Data Abstraction Tool 
           
 
DATA ABSTRACTION TOOL  
STAGE 1& 2 
Patient Socio-Demographics 
1. Sex  
1  =  Male  2  =  Female 
 
  
2.   Age 
1 =  40-49          2 =  50-59     3=  60-69                 
4 =  70-79   5 =  80-89          6 =  >90  
 
3. Person Country of Birth  
Australian      1  =  Yes  
     2  =  No       If not Country Code  
 
Australian Indigenous Status  
    1  =  Yes  
     2  =  No         Code  
 
 
4. Marital Status 
1 = Single              2 = Married         3 = Widowed          4 = Divorced         
 
5 = Defacto           6 = Never Married 
  
 
 
5. Post Code  ----- 
 
6. Income  
1 = Aged Pension                      2 = Disability Pension 
 
3 = Vet Affair                                  4 = Employed  
 
5 = Unemployed                              
 
7. Care Patient Election Status - Insurance Status 
 
  1 = Public  2 = Private Health Insurance 
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Health History 
 
8. Presenting complaint  
 
 
9. Co-morbidities (AIHW 2008) 
1 =  Cancer  
2 = Cardiovascular Disease 
3 = Diabetes 
4 =  Chronic Kidney Disease 
5 = Chronic Respiratory Disease 
6 = Muscular Skeletal conditions/ arthritis / replacements 
7 = Dementia 
8 = Mental Health conditions /Depression / Anxiety 
9 = Oral Health 
10 = Injury 
11 = Infectious disease 
12 = not documented 
13 = other.........list 
 
Presentation Data 
 
10. Mode of Access 
1 = self- referral - drive/ walk in  2 = self- referral - QAS 
 
3 = GP referral - drive/ walk in  4 = GP referral – QAS 
 
5 = Specialist referral – drive/ walk in 6 = Specialist referral – QAS 
 
11. Investigations  
1 = Xray  2 = Pathology  3 = Specialist           4 = other  
 
12. Episode of Care Principle Diagnosis/diagnosis for discharge or 
admission.................................................... 
 
13. Discharge Destination 
 
1 = Home   2 = Family      3 =  Friend  4 = Hostel   
5 = Nursing Home         6 =  Inter- hospital Transfer 
 
14. Referral to CHIP Health Service 
1 = Yes  2 = NO 3 = not documented  
            
 
15. Referred to Aged Care Assessment Team 
1 = Yes  2 = NO 3 = not documented   
           
 
  
 
 
 
 
   
   
   
  
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Deborah Haydon Doctoral Thesis QUT | Appendices 270 
 
           
 
16. Referral to Community Services 
1 = Yes  2 = NO 3 = not documented  
 
17. Number of Community Services Referred to  
 
 
 
18. Type of Community Services Referred to  
1 = Nursing          2= GP         3= home help 
4 = Meals on Wheels              5 = Other 
 
 
Health Service Data 
 
19. Triage Category 
1=  1 2 = 2  3 = 3  4 = 4   5 = 5 
 
20. Time to Triage  
 
21. Time to Care  
 
22. Time to Discharge 
 
23. Discharge Diagnosis  
 
 
Sampling Frame  2 months retrospectively between __/__/____ and __/__/____ 
 
24. Total number of  ED presentations                  
25. Total number of sub-acute ED presentations  
 
26. Total number of admissions                      
27. Total number of sub-acutely ill patient admissions     
 
 
28. Total number of multiple ED presentations  
29. Total number of sub-acutely ill patients with multiple ED presentations 
      
30. Total number of multiple admissions      
31. Total number of sub-acutely ill patients with multiple admissions  
 
32. Total number of sub-acute patients identified and referred to health service for sub-
acutely ill patients in ED. 
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Appendix 2: Missing Data Analysis Tables 
 
Table  3.5.3.1.  Case Processing Summary 
 Cases 
Valid Missing Total 
N Percent N Percent N Percent 
History of Cancer * Hospital 
Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of  IHD, CVD, or 
vascular disease * Hospital 
Setting 
4243 97.5% 111 2.5% 4354 100.0% 
History of Diabetes * 
Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Chronic Kidney 
Disease, renal insufficiency 
or failure * Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Chronic 
Respiratory Disease * 
Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Muscular Skeletal 
diseases/disorders * 
Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
dementia, Alzheimers, 
cognitive impairment, 
intellectual disability * 
Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Mental Health 
Disorders * Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Ear Nose or 
Throat disorders * Hospital 
Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Injury related falls 
/syncope * Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Infectious or 
communicable diseases * 
Hospital Setting 
4243 97.5% 111 2.5% 4354 100.0% 
History of GIT / liver disease   
* Hospital Setting 
4241 97.4% 113 2.6% 4354 100.0% 
History of Neurological 
diseases * Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Drug or Alcohol 
related problems * Hospital 
Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of Trauma related 
injury * Hospital Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of visual or hearing 
impairment * Hospital 
Setting 
4242 97.4% 112 2.6% 4354 100.0% 
History of other chronic 
problem not listed * Hospital 
Setting 
4243 97.5% 111 2.5% 4354 100.0% 
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Table  3.5.3.2 Mean History of Hypertension According to Triage (ATS), Presenting 
Complain(PC) and Hospital Setting: Pairwise 
 
Table 3.5.3.3 Mean History of Hypertension According to Triage (ATS), Presenting 
Complain(PC) and Hospital Setting : Listwise  
 N Mean Std. Deviation Missing No. of Extremesa 
Count Percent Low High 
Risk1 4242 1.4920 .49999 112 2.6 0 0 
ATS 4354   0 .0   
PC 4354   0 .0   
Hospital 4354   0 .0   
a. Number of cases outside the range (Q1 - 1.5*IQR, Q3 + 1.5*IQR). 
 
 
 
 
 
 
 
 
 
 
 
 
Pairwise Means 
 Risk1 
Risk1 1.4920 
ATS 1.4920 
PC 1.4920 
Hospital 1.4920 
Mean of quantitative 
variable when other 
variable is present. 
 
 
Pairwise  
Standard Deviations 
 Risk1 
Risk1 .49999 
ATS .49999 
PC .49999 
Hospital .49999 
Standard deviation of 
quantitative variable when 
other variable is present. 
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Appendix 3 : Normality Curves 
Table 4.1 :  The Dependent Variables April Sample 
Normality Curves QQ Plots Detrended Plots 
 
 
Re-presentations within one month is 
 not normally distributed 
Skew 1.69  Kurtosis .857 
 
 
The observed and expected value 
scores do not cluster around the 
normal distribution line 
 
 
The scores deviate from the 
 zero  line 
 
Re-admissions within one  
month is not normally distributed 
Skew 4.24  Kurtosis 15.98 
 
 
The observed and expected value 
scores do not cluster around the 
normal distribution line 
 
 
The scores deviate from the zero  
line 
 
 
Hospital setting is approximately  
normally distributed 
Skew .105   Kurtosis -1.64 
 
 
The observed and expected value 
scores cluster around the normal 
distribution line 
 
 
The scores deviate from the zero  
line 
 
For the dependent variables;  
Re-presentations were not normally distributed (Skew 1.69, kurtosis .857) in the histogram. In 
the QQ plot the observed and expected for the samples differ in relation to the normal 
distribution line. There was little difference between the mean (M= .179, SD= .38) and the 5% 
trimmed mean (M= .144).  This meant the removal of the top and bottom 5% of cases in the 
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extremes was not having a significant effect on the mean (Pallant 2011, p63). Despite some skew 
and kurtosis, samples over 200 reduce the risk of underestimate in the variance (Tabachnick 
Fidell 2007 p80). Similarly Re-admissions were also not normally distributed; peaked (kurtosis 
=15.98) and skewed (4.24) both are outside the range of +ve +3 to -3. Removal of the extreme 
5% case had an impact on the mean ( .489), trimmed mean (.000).  Hospital setting was normally 
distributed as Skewness .105 and  Kurtosis -1.655 are within +3 to -3 (Pallant 2011). Removal of 
the extreme 5% made no difference to the mean 1.93 (trimmed mean = 1.93) (Pallant 2001, p63). 
The QQ plot indicates the observed and expected values are both close to the normal distribution 
line.  
 
Table 4.2 :   Continuous Independent Variables  April Sample 
Normality Curves QQ Plots  Detrended Plots 
 
Age in years is approximately   
normally distributed 
Skew -.176 
Kurtosis .680 
 
The observed and expected 
value scores cluster around the 
normal distribution line 
 
 
 
 
 
Number of chronic diseases is 
approximately  normally 
distributed 
Skew .864  Kurtosis 1.05 
 
 
 
 
 
 
The scores deviate from the 
zero  line 
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Length of stay is 
approximately normally 
distributed 
Skew 2.07  Kurtosis 7.44 
 
 
The observed and expected 
value scores cluster around 
the normal distribution line 
 
 
The scores deviate from the 
zero  line 
 
 
Number of presentations is not  
normally distributed 
Skew 4.74  Kurtosis 32.28  
 
The observed and expected 
value scores do not cluster 
around the normal 
distribution line 
 
 
The scores deviate from the 
zero  line 
 
 
 
Number of CHS referrals is 
not normally distributed 
Skew 4.54  Kurtosis 23.96 
 
The observed and expected 
value scores do not cluster 
around the normal 
distribution line 
 
The scores deviate from the 
zero  line 
 
 
 
For the independent variables; age in years, the number of chronic diseases and length of stay 
were considered as normally distributed. For age,  skewness .176 and  kurtosis .680 are within 
+3 to -3 (Pallant 2011). Removal of the extreme 5% made little difference to the mean 75.35 
(trimmed mean= 75.38) (Pallant 2001, p63). The QQ plot indicates the two age groups(<65 and 
>65 years) and observed and expected values are both close to the normal distribution line. For 
the number of chronic conditions, skew(.864) and kurtosis(1.052) are within +3 to -3 (Pallant 
2011) and the removal of the top and bottom 5% of cases in the extremes impacted slightly on 
the mean (4.01) as the trimmed mean was 3.87(SD=2.4).  The QQ plot indicates observed and 
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expected values are both close to the normal distribution line. Samples over 200 reduce the risk 
of underestimate in the variance (Tabachnick Fidell 2007 p80). While a peaked sample clustered 
around the centre can underestimate the variance, in a large sample over 200 this is less of a 
problem (Pallant 2011). 
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Appendix 4 : Participant Information  And Consent Form 
           
 
PARTICIPANT INFORMATION        and         CONSENT FORM 
 
Full Project Title : Examination of Health Service  for the Sub-acute Population At the Hospital Community 
Interface in Emergency Departments: A Mixed Methods Approach 
 
PRINCIPLE RESEARCHER  
Deborah Haydon 
N Block, School of Nursing and Midwifery 
Queensland University of Technology 
Victoria Park Road, Kelvin Grove, 4059 
Phone 31381947,  0438107975 
Email  d.haydon@qut.edu.au 
 
 
 
 
  
1. INTRODUCTION 
 
You are invited to participate in this study. I am seeking your assistance because your experience with health 
service provided in the emergency department is a valuable source of information about the needs of people 
with chronic diseases. 
The purposes of this study are to identify the characteristics of patients with chronic diseases and 
understand their experiences with health service in emergency departments.  
This Participant Information document contains detailed information to tell you about the research project. It 
explains to you openly and clearly all of the procedures involved in this study. Knowing what is involved will help 
you decide if you want to take part in the research. 
 
Please read this information carefully. Feel free to ask questions about any information in the document or 
anything that you don’t understand or want to know more about. You can ask the researcher directly or contact 
me via email or phone as listed above. Before deciding whether or not to take part you may wish to discuss the 
study with a relative, friend or health care professional, please feel free to do so. 
 
Participation in this study is voluntary. If you don’t wish to participate you don’t have to. You will receive the best 
possible care whether you take part or not. 
If you decide to participate in this study, you will be asked to sign the consent section. By signing it you will be telling 
us that you; 
 Understand what you have read 
 Consent to participate in the study 
 Consent to participate in the processes that are described in this information document 
 Consent to the use of your personal and health information as described 
You will be given a copy of this Participation Information and Consent Form to keep. 
 
2.PURPOSES OF THE RESEARCH 
 
This research has been initiated by me, Deborah Haydon, and is being undertaken as part of my Doctoral 
studies , which is supported by an Australian Post Graduate Scholarship from Queensland University of 
Technology. The results of this research will be used by the researcher to obtain a Doctor in Health Science 
degree. Only the supervisory team and I will have access to the data obtained during the project. 
The purposes of this study are to; 
(1) describe the characteristics of patients with chronic diseases who present to emergency 
departments when they develop complications, and describe their pattern of emergency 
department use.  
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(2) To gain an understanding of the experiences of people with chronic diseases who present to 
emergency departments.  
Background 
The purpose of emergency departments is to provide urgent care for unexpected events. Increasingly, 
people with chronic diseases are also accessing care from emergency departments. When discharged from the 
hospital, people with chronic diseases often require ongoing care to remain independent at home. Efforts have 
been made to increase the care of this population. Health service has been developed in emergency 
departments to provide the ongoing care and support that people with chronic diseases required when they 
are discharged home. However there is little research into this population’s experiences, from their 
perspective, with health service provided in emergency departments. As such, there is little understanding 
about the priorities, needs or issues of people with chronic diseases who presents to emergency departments 
for health care. As Australia’s population ages it is expected that increasing demands will be placed on 
emergency departments by this growing population of health care consumers. 
There are 2 stages in this study. The first stage will develop a profile or describe the 
characteristics of the consumers who present to southeast Queensland hospital emergency departments 
with complication from chronic diseases. The second stage will explore patients’ experiences with health 
service in emergency departments and describe the characteristics of this group. It is important to 
understand from your perspective what your priorities, needs and issues are, in order to make 
recommendations that will improve health service provided in emergency departments.  
The outcomes of the research will be a profile of patients with chronic diseases who present to 
emergency department and their pattern of  emergency department use. Increased understanding of this 
patient group’s needs, issues and priorities related to health care they receive will help health service 
planners improve their care in emergency departments.  Findings will also be used to inform further 
research.  
 
3. PARTICIPATION PROCESSES 
 
Procedures and Processes 
1. a) You will be asked to consent to an interview with me (the researcher) about your experience with 
health service provided in the emergency department. The interview will be held in hospital or at a 
place convenient for you, it will be audio recorded and will take approximately 30-45 minutes of your 
time. Questions will focus on how you experienced health service provided in the emergency 
department. The following topics will be used as a guide to explore your experiences during the 
interview;  
 pre-existing health problems- what brought you to emergency 
  timely access – how you arrived, waiting times 
 your process of care- how you were managed in emergency 
 your satisfaction with outcomes 
 your priorities , issues and needs 
b) A summary of key concepts or themes identified from the interview data will be posted back to you for 
verification. You will be provided with a stamped addressed envelope, email address and phone number 
with instructions on how to respond to the summary. This will provide you with an opportunity to clarify or 
comment on my interpretations of your experience and if they match your experience. 
 
2. You will also be asked to give consent for me to access your health service record to collect data that 
relates to your emergency presentation, care and discharge plan. Neither the data we obtain from 
your record nor the findings from the data, will contain any information that will reveal your identity.  
 
Participation in the study will not cost you anything, nor will you be paid. 
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4. EXPECTED BENEFITS 
 
It is not expected that this study will benefit you immediately. However, the information you provide may benefit 
all people with chronic diseases who access emergency departments. The findings from the project will be 
used to improve the quality of health service provided in emergency departments.   
 
5. RISKS 
 
There are no risks beyond normal day to day living associated with your participation in this project. However if 
there are elements of your illness experience that caused you physical or emotional difficulty, recalling these events 
in the course of the interview may result in emotional distress. If you become upset or distressed as a result of 
your participation in the research, counseling or other appropriate support can be arranged. Any counseling or 
support will be provided by staff who are not members of the research team. In addition, you may prefer to 
suspend or end your participation in the research if distress occurs. 
 
I am a post graduate student at QUT. Therefore your participation in my research gives you access to a limited 
free counseling service at QUT should you experience discomfort or distress as a result of your participation in 
the research.  Should you wish to access this service please contact the Clinic Receptionist of the QUT 
Psychology Clinic on 3138 0999.  Please indicate to the receptionist that you are a research participant. 
 
6. DECISION TO PARTICIPATE 
 
Participation in any research project is voluntary. If you do not wish to take part you don’t have to. If you 
decide to take part and later change your mind, you are free to withdraw from the project at any stage. Your 
decision on whether or not to participate, or  
 
to take part and then withdraw, will in no way impact upon your routine treatment or future health care provision 
from the emergency department, or from any community health services.  
If you decide to withdraw, please notify the researcher by completing the form at the end of this document 
and returning it to the address provided.   
  
7. CONFIDENTIALITY  
 
Any information obtained for the purpose of this research during the interview or from your hospital record 
that can identify you will be treated as confidential and securely stored.  It will be disclosed only with your 
permission, or as permitted by law. 
 
3. Interview Data 
This research will involve audio recording of your interview. Recording of interviews is a key strategy to ensure that 
your perspectives are presented. All issues raised by you during the interview will be clarified and an opportunity will 
be provided for you to give and receive feedback, to reach a consensus on understanding of meanings and issues 
that you raise.  
 
The audiotapes will be transcribed into text and all identifying information will be removed. Data will be coded, 
key concepts and themes will be identified and names will be replaced with pseudonyms (fictitious or false names).  
Data will be filed and stored in a locked facility at Building 34 Royal Brisbane & Women’s Hospital. 
 
Returned responses to the summary of key concepts or themes will also be added to your data and stored securely 
as described above. All comments during the interviews and in the responses will be anonymous and treated 
confidentially. These tapes will not be used for any other purpose. I expect to publish the findings which  
will not include any identifiable information about individuals or hospitals, and findings will be used to guide further 
research.  
The audiotapes will be kept in a locked facility and destroyed after 5 years in line with national guidelines. 
Deborah Haydon Doctoral Thesis QUT |  280 
 
4. Hospital Record Data 
Information about you will be obtained from your health records held at this health service for the purposes of 
this research. All data collected from your hospital record will contain no identifiable information, will remain 
confidential and will be stored in a locked facility. Findings from the data will have all identifiable information 
removed. In any publication and/or presentation, information will be provided in such a way that you cannot 
be identified, except with your permission.   
 
Only the supervisory team and I will have access to the data.In accordance with relevant Australian privacy and 
other relevant laws, you have the right to access the information collected and stored by the researcher about 
you. You also have the right to request that any information, with which you disagree, be corrected. Please 
contact me if you would like to access your information. 
 
This research has been approved by, Metro South Health Service District Human Research Ethics Committee 
and will be carried out according to the National Statement on Ethical Conduct in Human Research (2007) 
produced by the National Health and Medical Research Council of Australia. 
 
8. CONSENT TO PARTICIPATE 
 
Please understand your consent is voluntary.  If you do agree to take part, you can withdraw at any time during the 
project without comment or penalty.   
If you have read and understand all of the information provided, understand the purposes, procedures and risks 
of this research project as described within this document and are willing to participate, please sign the written 
consent form (enclosed) to confirm your agreement to take part. 
 
This information sheet is for you to keep. 
 
9. SUPERVISORY TEAM FOR THE RESEARCH 
 
Prof Glenn Gardner 
Principle Supervisor  
School of Nursing and Midwifery QUT & Royal Brisbane 
and Women’s Hospital  
Phone  36362140  
Email  ge.gardner@qut.edu.au 
 
Dr. Yvonne Osborne   
Associate Supervisor 
School of Nursing and Midwifery, QUT 
Phone  3138 3833 
 fax 31383814   
 Email  y.osborne@qut.edu.au                                  
 
10. CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
 
Who you may need to contact will depend on the nature of your query, therefore, please note the following: 
1. Questions / Further Information 
If you require further information about the project, please contact the Principle Researcher to answer any questions. 
 
Deborah Haydon 
School of Nursing and Midwifery,  
Queensland University of Technology 
Victoria Park Road, Kelvin Grove, Brisbane 4059 
Phone 31381947,  0438107975 
Fax 36365832         Email  d.haydon@qut.edu.au 
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2. If you have any complaints about any aspect of the project, the way it is being conducted or any questions 
about being a research participant in general, then contact your Human Research Ethics Committee 
administrator for the requirements at your site. This study has been reviewed and approved by Metro South 
Health Service District Human Research Ethics Committee; 
ORGANISATION/S: Metro South Health Services District  
ADDRESS:       Centre for Health Research 
Level 2, Building 35 
Princess Alexandra Hospital 
Ipswich Road 
WOOLLOONGABBA QLD 4102  
WEB: http://www.health.qld.gov.au/pahospital/research/default.asp 
AND  
Research Ethics Committee ; 
ORGANISATION/S: Queensland University of Technology 
ADDRESS: Research Ethics Officer 
      Queensland University of Technology 
      Office of Research 
     GPO Box 2434 
     BRISBANE QLD 4001  
     WEB: http://www.research.qut.edu.au/oresearch/ethics 
QUT is also committed to research integrity and the ethical conduct of research projects. If you do have any 
concerns or complaints about the ethical conduct of the project you may also contact the QUT Research Ethics Unit 
on [+61 7] 3138 5123 or email ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the 
research project and can facilitate a resolution to your concern in an impartial manner. 
Thank you for helping with this research project.  Please keep this sheet for your information. 
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PARTICIPANT CONSENT FORM 
 
Full Project Title : Examination of Health Service  for the Sub-acute Population At the Hospital Community 
Interface in Emergency Departments: A Mixed Methods Approach 
STATEMENT OF CONSENT 
By signing below, you are indicating that you : 
 have read and understood the information document regarding this study 
 understand the purposes, procedures and risks of this research 
 have had any questions answered to your satisfaction 
 understand that if you have any additional questions you can contact the research team 
 understand that you are free to withdraw at any time, without comment or penalty 
 understand that you can contact the Research Ethics Unit if you have concerns about the ethical 
conduct of the project 
 consent  to  audio recording of your interview, 
 consent to the researcher accessing your health record 
 consent to  publication of findings  
 agree to participate in the project 
 
I will be given a copy of the Participant Information and Consent Form to keep. 
Participant 
Print name................................................................. 
Signature....................................................................date......................................................... 
Witness......................................................................date........................................................... 
 
RESEARCHER DECLARATION 
I have given a verbal explanation of the research project, its procedures and risks and I believe that the 
participant has understood that explanation.The researcher has agreed not to reveal my identity and personal 
details if information about this research is published or presented in any form. 
 
RESEARCHER 
Print name................................................................. 
Signature....................................................................date .......................................................... 
 
Please return this sheet to the investigator. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Deborah Haydon Doctoral Thesis QUT |  283 
 
                                    
 
 
PARTICIPANT Withdrawal FORM 
 
Full Project Title : Examination of Health Service  for the Sub-acute Population At the Hospital Community 
Interface in Emergency Departments: A Mixed Methods Approach 
 
 
PRINCIPLE RESEARCHER CONTACTS   
 
Deborah Haydon 
Chief Investigator/Principle Researcher  
School of Nursing and Midwifery, Queensland University of Technology 
Victoria Park Road, Kelvin Grove, Brisbane 4059 
Phone 31381947,  0438107975 
Fax 36365832 
Email  d.haydon@qut.edu.au 
 
 
 
 
 
 
 
 I hereby wish to WITHDRAW my consent to participate in the research project named above. 
 
 
 
I understand that this withdrawal WILL NOT jeopardise my relationship with Queensland University of 
Technology or health service providers. 
PRINT NAME................................................................. 
 
SIGNATURE.............................................................DATE ...........................................................  
 WITNESS..................................................................DATE............................................................. 
 
 
 
 
 
Should you choose to withdraw from the project please compete this form and post or email it to the 
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Appendix 5: Interview Process 
Step1. 
The first step was deciding on participants, which was addressed in the sampling 
section.  
Step 2. 
Secondly preparation for the interviews included both preparing interview technique 
and practicing it prior to the interview. It also included setting up appointments for 
interviews and being fully informed about the participants to ensure an appropriate 
approach.  
Step 3. 
  Thirdly, an introduction to the research and researcher involved, establishing a 
relationship with the participant, then reiterating the research purpose, aim and re-
establishing consent. The overall aim was to relax and prepare the participant and open 
communication channels.  
Step 4.  
The fourth stage was keeping the interview focussed. This involved maintaining 
flexibility and reflexiveness to follow new themes using probing questions or cues, 
while clarifying concepts and staying on track.  
Step 5.  
Lastly closing the interview included both recognition of no new information emerging 
and providing a feedback summary in order to clarify and validate information. This 
facilitated an avenue for further information to be offered by the participant. Closure 
can also support validation through recording of verification of information. Lastly 
participants were thanked as an essential courtesy that facilitates future communication 
when necessary. 
(Guba & Lincoln, 1985; Rubin & Rubin, 2005).  
 
 
